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A Rare Causeof Headachein EmergencyDepartment - PorencephalicCyst

YasinYILDIZ, Kb r aKhEikm

KonyaCity Hospital,EmergencyMedicineClinic.

INTRODUCTION

Porencephaly is an extremely rare cephalic disorder involving encephalomalacia (1). Its
etiologyremainsnot entirely elucidatecandmanifestsasa neurologicalkconditionaffectingthe

central nervous system (2). This condition is characterized by cysts or cavities in the cerebral
hemisphere, representing a neurological disorder of the central nervous system (3).

Here,we presentec casef a porencephalicyst,whichis ararecauseof headache adults.

CASE

A 25-yearold male patient presented to our emergency department with a recent onset of
headache. On arrival, his Glasgow Coma Scale (GCS) was 15, vital signs were stable, and he
hadnofever.Physicalexaminatiordid notrevealneckstiffness andcranialnerveexaminations

were normal. There was no evidence of an infectious focus in the patient. Brain computed
tomography(CT) imagingrevealedasymmetricenlargemenin theleft lateralventricle,with a
hypodense lesion extending towards the left supraventricular level adjacent to the lateral
ventricle(Imagel,2and3). TheCT reportindicatedno midline shift. Thepatientwasconsulted

to the Department of Neurosurgery. The consultation resulted in the diagnosis of a
porencephalicystbasedntheCT findings,with no evidenceof edemaor midline shift. Since

no urgent pathology was identified, the patient was discharged with recommendations for
outpatient followup at the Neurosurgery Clinic, with a Brain MRI requested. The patient
benefited from analgesic treatment in the emergency department and was discharged with

instructions.
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DISCUSSION

Porencephaly was coined by Heschl in 1859 to describe a cavity within the human brain (4).
The term "porencephaly” is derived from Greek roots, meaning "holes in the brain" (5). It
represents a cavity within the cerebral hemisphere with a smooth wall covered by gliotic or
spongy white matter, containing cerebrospinal fluid. Typically, the cavity communicates
directly with the ventricularsystemandis oftenfoundin regionssuppliedby cerebralarteries.

In otherinstancesit may beseparatedby athin layerof braintissueandcoveredexternallyby
thearachnoid2). Thesecystsandcavitiesareoftentheresultof destructivglencephaloclastic)
processes but can also arise from abnormal development (malformation), direct injuries,
inflammatoryprocessesor hemorrhage¢6). The prevalencas approximately3.5per100,000

live births, with very rare reports in adults (2,7).

The cavities can vary significantly in size and location; they can be corticlbaortical,
unilateralor bilateral,singleor multiple. Porencephalicystscanbe classifiedascongenitalor
acquired: it has been suggested that theyriggered by avascularsupply disordeteading to
cerebral degeneration. Congenital porencephalic cysts result from intrauterine vascular injury
leading to cerebral ischemia or irfparenchymal hemorrhag&cquired porencephalic cysts
aresecondaryo injuriesoccurringlaterin life, suchastrauma,surgery,ischemiaor infection

(2). In childhood,undiagnosetheadtraumacan resulin thewideningof thefractureline over

time, leading to the formation of a leptomeningeal cyst that can eventually merge with the

ventricle towards adulthood, forming a porencephalic cyst (8).

Cysts andcavities can cause a variety of symptoms. The symptoms of porencephaly vary
dependingon neuronalossfollowing cystformationor the masseffectof thecystitself (2). In
the literature, psychiatric disorders such as seizures, visual, speech, and hearing impairments,

rhinorrhea, otorrhea, schizophrenia, and psychosis have also been reported (9,10).

In diagnosis, Brain CT scan reveals an intracranial cyst withdedihed borders and central
hypodensity attributed to cerebrospinal fluid. Mass effect on adjacent parenchyma is usually
not observed, although very large cysts may locally cause such effect. Brain Magnetic
Resonance Imaging (MRI), along with cerebrospinal fluid signal, may depict alefzied
cystwithin thebrainparenchymaoveredoy white matter.Neurosurgicatreatmenis reserved

primarily for symptomatigatients suchasthosewith drugresistanepilepticseizuresThere
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is no literature discussing treatment for asymptomatic porencephalic cases that require only

monitoring (2).
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Ks mati d k
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¥ZET
Girick
HarjolaMarable Sendromu, Median Arkuati gamanéén ( MAL) -%lyak a
sonucu olukan bir hastal ékter. Genell ikl e pc
karén ajrésé nedeniyle acil servise baxkvur
kull anél avaaka bHear jSelnadr omu tanésé alan bir vak
Olgu
47 yakénda kadén hasta acil servise «kKiddet|
osk¢l tasyonda epigastrik b°lgede dinlemekl e
-°lyak arterde fokal daralma ile poststenoti
ge°r¢l d¢e (keMat aldl)e $Hamdrmonomu degkegnegl deg ve ger
Genel cerrahi taraféndan elektif | aparoskopi
Tart €k ma
Patofizyolojide sadece -°lyak arterin kompr
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mektedir.
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Tanayak mpaulPenny a rdgeét saeyzl r armrhnez) epigastrik © | geksdirgumda

yé¢kselen ¢féegréem ve k¢egphe halinde -ekilen BT
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A RARE CAUSE OF ABDOMINAL PAIN: HARJOLA -MARABLE SYNDROME
Ks matid

1 Rize StateHospital,Rize,T ¢ r ki y e

ABSTRACT
Introduction

HarjolaMarable Syndrome is a disease caused by compression of the Median Arcuate
Ligament (MAL) into the celiac artery. It is usually characterized by postprandial abdominal
pain. Here, we will describe a case who was admitted to the emergency department due to
abdominal pain and diagnosed with HaripMarable Syndrome using computed tomography

(CT) angiography.
Case

A 47-yearold femalepatientwasadmittedto the emergencyepartmenwith severeepigastric
abdominal pain. During abdominal auscultation, a murmur was detected in the epigastric
region. CT angiography showed focal narrowing of the proximal celiac artery, poststenotic
dilatation, and indentation in the upper part of the celiac artery (Figure 1). Hsligotble
SyndromewasconsiderecgndgeneralksurgerywasconsultedHe wasadmittedto theward by

the general surgeon considering elective laparoscopic surgery.
Discussion

It is thought that not onlynesenteriégschemiadue to compression die celiacartery but also
neurogenistimulationdueto compressiomf the celiacganglionandplexusplaysarolein the
pathophysiologyThe mostspecificdiagnostiomethodis CT angiographyThebasicapproach

to treatment is to remove the pressure on the celiac artery.
Conclusion

The way to reach the diagnosis is an unbiased, detailed anamnesis, a murmur that rises with

expiration in the epigastric region, and CT angiography in case of doubt.

Keywords: HarjolaMarableSyndromemedianarcuatdigament,celiacartery
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HarjolaMar abl e Sendr omu, di yafragmanén median a

basésé sonucu meydana gelen bir hastal ekt eér
¢ ° | YArkekKompresyorSendromuPunbarSendromusimleriiledea d | and ér (8l makt a
Tipi k olarak postprandiyal karén ajreése, K i
kar kéméza -ékmaktadeéer . Genel |l ikl e dijer orf

konulabilmektedir.

Yapel an -al exkmal ardda glcug, meurslékr & és &dldc e |

ol uktur maktadeér . Kadénl arda g°r ¢l me séekl éjé
3050 yaklare arasénda ve zayéf bireylerde g°r
Fizi k muayenede epigastrik b°lgede ¢feéereéem di
dejildir ve her hastada duyul mayabilir. Tane
kull anél abil mektedir. Gé¢negmezde bat én o= P
kull anémé daha yerinde ol maktadeér.

Tedavide temel yakl akém | aparoskopi k veya |
arter ¢zerindeki baséséneée ortadan kal dér makt
OLGU

47 yakénda kadéen hasta aci/l servise «kiddet]l:
yakllak ekkg kil o vAyméseéyk@syéhvdér var ve gene
oluyor. Bu sebepl e gastroenterol oj i pol i kI |

kolonoskopidgatolojis a p t a n@ya®niré tisterektomP y k geveutb a keklaa st al €] é

y ok. Proton pompa inhibit°r¢ (PPI) kullanéyo

Fi zi k vital parametrel eri stabil

bozuk]!| uAbud oynoi kn. a |

muayenede

osk¢l tasyonda epigastrik bol
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hastadarBT Anjiografi istendi. BT anjiografide proksimat © | wrierklefokal daralma ile
poststenoti k dilatasyon ve -°lyak arterin ¢s
k e KLPrbksimal- ° | grtarétefokal daralma(maviok), poststenotik
dilatasyon (yexil ok), -°lyak arterin ¢st ke
HarjolaMarable Sendromud ¢ Kk ¢ nvg gedelcerrahiyek o n s gdildt ®enelcerrahi
taraféendan el ektif | aparoskopi k cerrahi dg¢kg
TARTI k MA
HarjolaMar abl e Sendr omu, yapélan otopsi -al e Kk mé

g ¢ n pratiktesemptomatikh a s t- eoHadikolupbindeikio r a nreansdtal anMM kt adér

psoas maj °r kasé boyuncal am@aeranv e&rt ebbirrai nnécni

sonl anan, di yafragmanén tendin®z bir yapeéeseéc
arterin yukaréséeénda bulunmaktadeéer. Anat omi k
arterin yukaré yerl exki mi sonucunda hastal ék
sadece -°lyak arterin kompresyonuna bajlé m
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Kl'ini k bulgular -°lyak arterin kompresyonu i
sempt oml ar postprandiyal karén ajreése, kil o
ekspiryumda diyafragmanén pozisyon dejikKtirr
genell i kle normaldir. Epigastri k b°l geden di
yoktur . Bu nedenl e hastalar genellikle iler
al maktadér .
Tanéda doppler USG, BT anjiografi veya MR an
y°nt emi BT anjiografidir. BT anjiografideki
-%lyak arterde fokal dar al ma, -%lyak arteri
Keklindeki konturudur (4).
Tedavide temel yakl akém -°lyak arter szeri|

laparoskopikveyalaparotomikM A L okésiimesile genellikletedavideb a ksaarjél anmak t a d ¢

Kkl em sonrasénda art er depass vegakanjoplagite’tnetrelm!| es aj

uygulanabilmektedir (5).

SONUC¢

HarjolaMar abl e Sendr omu, aci l serviste tanéseée z
aci l servis veya polikliniklere tekrarl ayan
Tanayak mauPenny a rdgeét saeyzl kir armrmnea) epigastriix © | geksgigumda
yé¢kselen ¢fegregm ve kK¢egphe halinde -ekilen BT
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Comparison of Emergency Department Stroke Admissions During the COVIEL9

Pandemic Period with the PrePandemic Period
HasanDEMIRBAS !, MD, Ekim SAGLAM GURMEN 2, MD
1 Kocaeli Golcuk N e ¢ &dlikkHospital, EmergencyDepartment, Kocaeli, Turkey

2 Manisa Celal Bayar University School of Medicine, Emergency Department, Manisa,

Turkey

Introduction and Purpose: The SARSCoV-2 type COVID19 disease, which started in the

city of Wuhan, China in December 2019, quickly spread worldwide and becpareamic.
Microbiological and radiological examinations are used for the diagnosis of GO¥ID
infection. COVID19 disease affects vascular structures and leads to diseases such as
myocardial infarction, ischemic stroke, and venous circulation disorders due to vascular
occlusion. In this study, we investigated the relationship between CQV¥IDBisease and
patients diagnosed with ischemic stroke admitted to our emergency department. During this

process, we compared the hematological and biochemical parameters of the patients.

Materials and Methods: Our study is a retrospective study, including adult patients aged 18
and over who presented to the emergency department of Manisa Celal Bayar Hospital with
imagingdiagnosed or clinically suspected stroke during thepprelemic period from March

10, 2019, to March 10, 2020, and during the pandemic period from March 11, 2020, to March
11, 2021. All parameters were recorded by scanning patient files through the Hospital

Information Management System (HIMS)

Resultsand Conclusion: 211 casesvereincludedbeforethe pandemicwhile 224 casesvere

included during the pandemic. Both groups had a higher proportion of male p#eotsy

those before the pandemic, 150 and during the pandemic, 144 had at least one chronic illness.
Ischemicstrokewasdiagnosedn 174 (82.5%)caseseforethepandemicand186(83%)cases
duringthepandemicSignificantdifferencesvereobservedn respiratoryratesandALT values
between the groups. Statistically significalifferences were also found in fever levels and

respiratoryratesbasedn COVID-19statusCOVID-19particularlyaffectsvascularstructures,
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leading to hypercoagulability, resulting in various conditions including stroke. Understanding
the relationship between COVADO and stroke and investigating the mechanisms could be
crucial for early diagnosis and implementing preventive measures such as anticoagulation to

reduce morbidity and mortality in COVHD9 patients.

Keywords: Covid-19, stroke,pandemic
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Psoas Abscess Detected Afté&&bdominal Imaging in a Patient Whose Findings Can Be

Explained by Urinary System Infection

Introduction

Urinary tract infections (UTI) have an important place among the causes of emergency
department (ED) admissions. UTI is the name given to bacterial colonisation of a part of the
urinarytractandtheinflammationtablethatdevelopsiueto this. UTI canbeclassifiedaslower

and upper UTI according to the infected part of the urinary tract; infections limited to the
bladder are called lower UTI, while those involving infection and inflammation of the kidney
tissue are called upper UTI or pyelonephritis. Fever, abdominal pain and dysuria are the most
common symptoms in UTI patients, and when considered together with the incidence of the
disease, the preliminary diagnosis of the ED physician is almost always UTI in patients

presenting with these complaints (1,2).

PsoasbscesgPA) is ararediseasavith high mortalityandmorbidity (3). PrimaryPA develops
wheninfective pathogenseachthe psoasnuscle vishaematogenous route acadlonisethere.
Diabetes, acquired immunodeficiency syndrome, renal failure or any other cause of
immunosuppressioarepredisposindgactorsfor primary PA. SecondaryPA developsvhenan
infection in another tissue spreads to the psoas muscle. Pyelonephritis, intestinal or vertebral

infections are important in the aetiology of secondary(®A).
Case

87-yearold womanwasadmittedto the ED by ambulancevith complaintsof chills, shivering,

abdominal pain, and general condition deterioration. It was learned that the patient had
hypertension, coronary artery disease, congestive heart failure and was bedridden due to
ischaemic stroke 3 years ago. The patient's relative stated that the patient had been using a
urinary cathetercontinuouslyfor 3 yearsandthe cathetemwaslastchanged daysagoby home

care services. The patient's arterial blood pressure was 90/58 mmhg, pulse rate was 122/min,
fingertip oxygen saturation waAde@iledphysicad b od.y
examination was performed. On admission, the patient was conscious but orientation and co

operationverelimited. Respiratorysoundsverenormal,no pathologicasoundwasheard.The

13
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abdomerwasdistendedanddiffusetenderneswasfoundonabdominakexaminationNo signs

of defenceor rebound were found. Blood tests revealed WBC 6500/mm3, CRP 17 mg/dL,
creatinine 0.7/mg/dland procalcitonin 0.25 ng/mL. Urinalysis revealed abundant leucocytes,
but nitrite was negative. The fluid coming from the urinary catheter had a pyuric appearance.
In the light of the present laboratory and physical examination findings, UTI due ttelong
catheterisation was considered. Conteagtanced abdominal tomography (CT) examination
was planned to rule out possible intadominal pathologies in the patient who was unable to
express himself due to a history of stroke and had a septic appearance. CT scan showed a
loculatedfluid appearanci theleft psoasnuscleextendingo the splenicneighbourhoo@nd
reaching extrarenal level in the axial plane (Image 1). The current appearance was interpreted
in favour of abscess. Grade 3 hydronephrosis in the left kidney and a 2 cm stone in the ureter
lumen were also detected. A nephrostomy catheter was inserted in the left kidney by the
interventional radiology department. It was observed that purulent content was coming from
the catheter. The patient was consulted with the departments of general surgery, urology and
infectious diseases for further hospitalisation and treatment. The joint decision of the
departmentsvasto internthepatientin theintensivecareunit andto give antibiotherapySince

there was no available intensive care bed in our hospital, the patient was referred to another

hospital.
Discussion

Theclassicalriad of PA symptomsncludesfever,flank painandlimitation in hip movements,
butafew patientshavethesehreesymptomgogetherln mostpatientswith PA, thesymptoms
arenotsensitiveor specific;thereforethediagnosiof PAis eithermadencidentallyor delayed

after the picture worsens (4,5,6). Our patient had a long history of urinary catheterisation
suggesting the diagnosis of UTI in the foreground. Abdominal pain and fever are frequently
observedomplaintan UTI. ElevatedCRP,aninflammatorymarker,andpyuriaalsomakeUT]

an appropriate prediagnosis. The nature of the pain and its relatiobhody movements are

not known in the patient who cannot express herself and cannotdperaed because of a
previous strokeThe absencef defenceor rebound findings leads us away from thagnosis

of acuteabdomenAt this point, initiation of appropriatentibiotherapyandhospitalisatiorwith

the diagnosis of UTI would not be considered a wrong practice. However, in patients who
cannot express themselves due to reasons such as Alzheimer's disease, neurodegenerative

diseasesnd previousstroke,anamnesi@nd physicalexaminationmay not be sufficient to

14
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reach the diagnosis. In these patients, imaging modalities will allow the detection of many
pathologieghatmaybe missed The gold standardliagnostiomethodin thediagnosisof PAis

CT. The diagnosis of P& our patient was made in this way.

In thedevelopmenof PA, spreaddf infectionof thesurroundingissuedo the psoasnuscleis
alsoeffectivein additionto haematogenoysathogeng3,4). In our patient, itwasthoughtthat

the current clinical picture developed with the spread of an infection originating from the
urinary system to the psoas muscle. Lomgn urinary catheterisation contributed to the
development of UTI in our patient, but another predisposing factor was urinary tract calculi
(UTC) with a diameter of 2 cm in the ureter. UTC causes stasis in the urinary system by
preventing or slowing down urine outflow, which predisposes to UTI (7).

Antibiotherapy is indicated in the treatment of PA and abscess drainage is performed in
appropriatgatientg8). In our patient,anephrostomyathetewasinsertedoecaus®f grade3
hydronephrosis, but the psoas abscess was not drained. fapllovith antibiotherapy was

found to be sufficient in the first evaluation.
Conclusion

PAis adiseasevith non-specificor nonsensitivesymptomsandis oftendiagnosedncidentally

or delayed. Impatientswho areunableto express themselvas,poorgenerakcondition,andin

a frail state, physical examination and laboratory findings, as well as imaging tests to be
orderedwill preventthe diagnosisof PA from beingmissedor delayed Preventiorof delayin
diagnosis and early treatment will prevent mortality and morbidity due to PA.
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Ek ZaBamledr o \Otagve PulmomerTromboemboli: Nadir G° r ¢ | eQigu Bi r

Sunumu ve Y°%°neti mi

Levent¢ e Y Wtku SarpCeritt, K s mMti 4%z | Bilnt

1 Recep Erdoj an niATY eKkg iétr ensAciH D&t afh & ls d

Tayyip

Rize, T¢rkiye

2 RizeDevletHastanesi, Riz&, ¢ r ki y e

¥zet

Girick

Kskemi k inme vask¢ler nedenler déekéenda bir
il e ortaya -ékan k1l iniKk bir durumdur . Kn m
ol uktur maktader . Pul moner Tromboembol i (P
kompli kasyonl aréndan biri olup hayateée tehdi
g°r ¢l en °neml i bir sajl ek pr obl-260v/100000 a n P-
civaréendadeér . Serebrovaskg¢gler Olay (SVO) ve
zamanl & ol arak saptandéjé hastalarén insidan

Olgu

65y a k éihndrenipertansiyor(HT) ve morbidobezitet a rk@ald@astedg ¢ n dlgng ° J ¢ s
aj r-easrepye nktséiri ¢kkdlgrdeanarkezacil serviseh a k v D i€ deukezacil serviste

yapélan tetkiklerde ElektrokardiyodgramaOEKG)
yapélan kan tetkiklerinde kardiyak enzimler
Sendrom(AKS)° n a nl€asilservisinesevkedildi. Acil servistedsammo n i t otaraktakig

edilen hastada ani bakl angeée-1é& konf ¢zyon, S C

dej er | e sotkantraifasialparalipivedizartrig e | i g me SVQPat a n ésardral | a
E K SVO PTE
anti koagg¢!l an

ger¢nt ¢l eme yapél dé. zamanl é vV e

tedavi si t amaml anan hasta or al

Tart & K ma
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Bu ol gu raporu, nadir g°r ¢l en ancak Kklinik
birlikteli]ini sunmaktadeéer . Hem SVO hem de
il i kkil endi rolup,derikisider & s ldydrteamiliazry ol oj i ni n f ar k|
et mektedir. Yapelan kardiyak tetki klerde AF
tanésénén ol maséyla tromboemboli k ol ayl ar én
Sonu-
Bu ol gu raporu, nadir g°r¢len ancak ciddi S
birli kteliJini, bu t¢r vakal arda, erken tané
vurgul anmaktadeéer . Ha sytaanléa réén itzd keinhmesve ©Déda

°nl emek ve hastalarén saj kal éeéméné arteéer mak

Anahtar Kelimeler: Pulmoneremboli,s e r e b r oolay arial fibril@&syon

Concurrent Cerebrovascular Event and Pulmonary Thromboembolism: A Rare Case

Report and Management
Levent¢ e % Wtku SarpCeritl, K s mAati 4%z | Bilmt

1 RecepTayyip Er d o Pravarsity Medical Faculty Training and ResearchHospital,

Emergency Department, Rize, T¢rkiye

2 Rize StateHospital,Rize,T ¢ r ki y e

Abstract
Kntroducti on

Ischemic stroke is a clinical condition that occurs with focal loss of cerebral function without
any cause other than vascular causes. Approximately 87% of strokes are ischemic strokes.
PulmonaryThromboembolisnfPTE)is oneof the earlycomplicationsf deepveinthrombosis

and is a lifethreatening acute clinical picture. The incidence of PTE, which is a common and
important health problem in the community, is approximately2@37/100000. Although
Cerebrovasculdevent(CVE) andPTEarerare,theincidenceof patientswith thesediagnoses

simultaneously is unknown.
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Case

A 65-yearold woman with known hypertension (HT) and morbid obesity was admitted to the
emergency department of an external center with complaints of chest pain, palpitations and
cough for 4 days. Electrocardiogram (ECG) was compatible with atrial fibrillation in the tests
performed in the outpatient emergency department and she was referred to the emergency
department with a prediagnosis Afute Coronary Syndrome (ACS) due to elevated cardiac
enzymes in blood tests. The patient was followed up in the emergency department with full
monitoring. Upon the sudden onset of confusion, weakness in the left extremities (muscle
strength was evaluated as 0/5), central facial paralysis and dysarthria, central imaging was
performed with a prediagnosis of CVE. Simultaneous CVE and PTE were detected and the
patient was discharged with recovery on the 8th day of the fallpwperiod after oral

anticoagulant prescription.
Discussion

This case report presents a rare but clinically important coexistence of simultaneous CVE and
PTE.Both CVE andPTE areemergencieassociateavith severemorbidity andmortality, and

both represent different aspects of vascular pathophysiology. Cardiac investigations revealed
AF and the patient had a previous diagnosis of HT, which may have increased the risk of

thromboembolic events.
Conclusion

This case report highlights the rare but seriousa@mrrence of simultaneous CVE and PTE,
emphasizing the importance of early diagnosis, appropriate treatment, and a multidisciplinary
approach irsuch cases. Monitoring patients as$essing their response to treatment are vital

to prevent potential complications and improve patient survival.

Keywords: pulmonaryembolism cerebrovasculaaccidentatrialfibrillation

Girick
Kskemi kaskh¢egleer nedenler dékénda bir neden ol
ile ortaya- € kklanilk bir durumdurSemptomlag e - iskemikataktarf a rolarbk24 saatten
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uzun sg¢grer ve geéenloer i -inde késmen ya da t ¢
sebebiyet verebilir. Knmel erin yakl akék %876
PulmonerfTromboembol(PTE),derinventrombozunurerkenk o mp | i k as pioaoldpar € nd a
hayaté tehdit eden akut bir klinik tablodur.
ol an PTE nin i n2s6 97a/n1s0e0 0y0aDk | caikveakr en3d ad ér . Y a k
katl anar ak artmaktadeéer . Patogenezinde Vir
hi perkoag¢l abilite, endotel hasaré yer al mak

Serebrovask¢l er Olay (SVO) ve PTE nadir g°ry
saptandéejé hastalarén insidansé bilinmemekt ¢
atriayal fibrilasyon saptanan hastada ekx za

ge°re¢l degj ¢ olgu tarteéekeéelacakter.
Olgu

65y a K éihndrenipertansiyor(HT) vemorbidobezitet a rk@aldastedg ¢ n dlgng ° | ¢ S

ajrese, -arpenteée ve °ks¢grek ki k@Bybtisartandeé
hidroklortiazid 12.5 mg tabl et kull anéyordu
El ektrokardiyogram (EKG) atriyal fibrilasy
tetkiklerinde kardiyak enzimlerinde y¢ksekl
° 1 a nileé 30@mngasetilsistein600mg klopidogrel,0,6 IU enoksaparity ¢ k | eymaegyseil ar ak
yapélarak hastanemi Acatilseseigimize sabkl edis
muayenesinde t¢m sistem muayenel eri nor mal

tansiyon arteriyel:156/94 mmHg, °“hweoksien 120 a

sat¢rasyonu: %95 (4 |t/ dk oksijen desteji i
troponi n: 5367 ng/ L, oda havasé 234 mmig, vy al k
sO2: % 91, |l aktat: 1.6 mmol /L ve koag¢l ayon toe

serviste tam monit°rize ol ar ak takip edi |
ekstremitelerde g¢-s¢zl ¢k (kas geé¢ce¢e 1/ 5 ol a
di zartr.i gel i kmesi czerine SVO °n taneéséyl a
kont rBaymBiekzgi T ama g (&) tetidksistendi.S a | dkrasOrtaSerebraArter

( MCA) sign bWArgeésudan® iy aifadotisAn] BeyBnhodnel-2saj MC
bil ekxkesinde tromb¢s ile uyumlu sinyal dej i

kesitlerindebilateral ana pulmoner arterlerdepulmoneremboli ile uyumlu dolum defekti
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zamanl e SVO ve PTE saptanan hastaya dék me
( DMAH) uygul andéejé i-in n°roloji taraféendan
Radyolojit a r a fbérk deeekarikeéombektomii K | yeanp @elkamplikasyong e |l i Kk me d i
G°j¢s hastaléeklaré tarafendan PTE a-éséndan

y o] tueng/é mi t e 3 tyeapesSendstakiplerinin8. g ¢ n ¢ taddusitamamlanamasta

oral anti koagel-&n egizenl ene rfeale taburcu edildi.

k e B.Béyin- KarotisBTAnjiog ° r ¢ nt ¢ |Ikesitteeegirenmithteral pulmonerarterlerde

kontrast dolum defekti (mavi ok)

Tart & K ma
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Bu ol gu raporu, nadir g°r ¢l en ancak Kklinik
birlikteli]ini sunmaktadeéer . Hem SVO hem de
i1 kkil endi rolup,derikisider 4 s ldydrteamliazry ol oj i nin f ar k|

etmektedirBu iki durumune g a maolarbkg © r ¢ lormha sndirdr.Buolgudah ast anén

aci l serviste kabul ¢ sérasénda yapeéelan kardi
°ncesinde HT tanéséneén ol maseyl a t romboemb
d¢kKeéeng Habt A heem3uwWhemdePTE'nine g a maolarbké aanlé meeygireed € K

mer kez aci |l servise bakvurusunda k1l iniKk ol
tetkiklerinde kardiyak AKS8kabulredilerekkieslavikd OMAH o1 me
bakl| akinky® @& ez @ mi a k Trépomméve T (€nt ve TnT), iskemikhasartoksik

et kil er veya hemodinami k stres nedeniyle o
artarken, PE' | i BOHsteamldar éms ayaklenmdk &k K®%PB3 0 di sf
ol arak y¢kselirler (3). DMAHGa bajl e ol ar ak
hastaya mekani k trombekt omi sonraseé ekK zam:e
yapél mék takiplerinin 8. g¢negnde sajl ékl e ol
Sonu-

Bu ol gu raporu, nadir g°r¢len ancak ci ddi S
birliktelijini, tromboembol i k ol ayl ar én p a
vurgul amaktadeér . Ayréca AF ve HT gibi kar d
ol aylarén gelikiminde ©°neml:.@ bir r ol oynar .
mul tidisipliner yakl akémén ©°nemi vur gul anma
izl enmesi , olasé komplikasyonlareée ©°nl emek v
°neme sahiptir.
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Exposureto aluminum phosphidethrough respiratory route

INTRODUCTION

Aluminum phosphide (ALP) is a rodenticide and insecticide used in pest control during grain
storagg1). ALP is utilizedin theform of clay-emulsifiedaluminumphosphidéablets2). Solid

ALP reactswith moisturein theair or waterin theenvironmentreleasingphosphinegas,which

is originally responsible for its toxicity (3). Upon contact with gastric fluid following oral
ingestion, the release of this PH3 gas typicptlyduces a characteristic garlic odor {)ere

is no specific antidote foALP poisoning, and mortality rates are quite high (4). Toxic dose is
above 150 mg, and lethal dose is above 1000 mg (5). While most cases of ALP poisoning
reported in the literature are due to intentional oral ingestion, toxicity can also occur

accidentally through inhalation, although respirataiatedALP intoxications are rare (1, 6).

This case presentation describes a case of ALP poisoning through respiratory exposure

presenting to the emergency department.

CASE

A 21-yearold female patient presented to our emergency department with chest pain. In her
history, it was revealed that four days prior to her presentation, she was exposed to aluminum
phosphide through inhalation while with her family, which led to her presenting to the
emergency department with this complaint. Subsequently, she was admitted to the Intensive
CareUnit for observatiorbutleft againsmedicaladviceonthe3rd dayof herstay.Thepatient's

general condition was fair, and her vital signs were stable. Physical examination was
unremarkable. Her electrocardiogram showed normal sinus rhythm with no other pathological
findings detected. Laboratory values from her complete blood count were as follows:
hemoglobin 11.4 g/ dL, 35. 4%, whit
237 10~3/ ¢elL. tests

(14 U/L), alanine aminotransferase (20 U/L), blood urea nitrogen (9 mg/dL), and creatinine

hematocrit

count X Bi ochemi cal revee

(0.57 mg/dL). Serum ethanol level was <10 mg/dL, international normalized ratio (INR) was

1.06, and high-sensitivetroponin was within normal limits at 5.11 ng/L. Venousblood gas
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analysis showed partial pressure of carbon dioxide (PCO2) of 37.8 npaHig) pressure of
oxygen(PO2)of 37.6 mmHg, carboxyhemoglobirfCOHDb) of 1.4%, bicarbonatg HCO3) of
26.3mmol/L, lactateof 1.3mmol/L, andapH of 7.451.ChestX-ray revealecho abnormalities.
Echocardiography showed no pathology, and candikated chest pain was not considered.
Despiteno pathologydetectediuringfollow-up in theemergencylepartmenandresolutionof

her symptoms, the patient chose to leave the emergency department against medical advice

without further observation.

DISCUSSION

Following the first reported cases of intoxication in the 1980% has become a commonly

used agent for suicide, particularly among individuals involved in agriculture (4). While it is
seen as the second most common cause of organophosphate poisoning, most cases result from
intentional oral ingestion for selfarm purposes, although toxicity can rarely occur due to

respiratory exposure as well (1, 2, 6).

ALP isacolorlessandodorlessubstance its naturalstate Whencombinedwith hydrochloric

acidin thestomachit releasephosphinegas,whichis lethal,andis rapidly absorbedrom the
gastrointestinal system (GIS) (1;97. When phosphine gas, produced by the moisture layer
formed on phosphide, is inhaled, it is quickly absorbed from the lungs (4). Exposure to
phosphine gas at concentrations above 50 ppm in ambient air or at a dose of 1400 mg/m3 for
30 minutescanbefatal (6, 10). Phosphingyasdisruptsoxidativephosphorylatiorby inhibiting

the cytochrome oxidase enzyme améwuses tissue damage via free oxygen radicals (11).

Sincethereis no specificlaboratorytestfor diagnosisof ALP poisoning.clinical suspicionand
historyof drugintakearecrucial (4). Thegastrointestinasystemyespiratorysystemheart,and
kidneys can be affected-@). Symptoms that may occur in patients include nausea, vomiting,
dysphagia, abdominal pain, palpitations, shock, cardiac arrhythmias, pulmonary edema,
dyspneagyanosisand sensorghangesyhich candevelop withinafew hoursafteringestion

(2). In our case, the primary complaint during both initial and subsequent presentations was

chest pain.

Theamountandform of intake,the purposeof intake(accidentabr intentional) ,andthetiming

of presentatioto medicalcarearefactorsthatinfluencetheclinical courseof ALP poisonings.
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While mortality is low in accidental ingestions, it can rise up to 85% in intentional ingestions,
especially among young adults. Early complications often include cardiovascular collapse,
pulmonaryedemagacuterespiratorydistresssyndromegcentralnervoussystemdepressionand

coma, whereas late complications involve hepatotoxicity and nephrotoxicity (1).

Less common complications include intravascular hemolysis, acute adrenal insufficiency,
pancreatitis, hyptyperglycemia, hyptypermagnesemia, methemoglobinemia,
microangiopathic hemolytic anemia, and disseminated intravascular coagulation (12). In our

patient, however, no complications related\td® poisoning were detected.

Early presentation and prompt initiation of treatment are associated with a good prognosis,
while treatmentresistanhypotensiorandacidosisareindicatorsof a poorprognosisin early-
stageALP poisonings following oral ingestion, gastric lavage and administration of activated
charcoal are crucial for survival. However, in cases of poisoning due to respiratory exposure,
supportive therapies constitute the mainstay of treatment. The first step in treatment is
intravenous hydration, with aggressive fluid resuscitation being the most important aspect of

treatment in patients with unstable hemodynamics.

In cases where fluid therapy is ineffective, vasoactive agents such as norepinephrine,
phenylephrine, dopamine, and dobutamine are added to the treatment regimen. Studies have
shown that the early use of inotropes may not be very beneficial and may even increase
myocardial oxygen consumption and arrhythmia frequency. Due to the prominent role of free
oxygenradicalsin ALP poisoning.antioxidantdrugssuchasN-acetylcysteindNAC), calcium
gluconate, pralidoxime, trimetazidine, and magnesium sulfate have been suggested to be

beneficial in treatment.

In the literature, treatments such as hemodialysis, hemodiafiltration, and extracorporeal
membrane oxygenation have been applied in limited cases. Cases benefiting from continuous
renalreplacementherapyandextracorporeamembranexygenatiorhavealsobeenreported.
In some casesvhere intravenous fluid and inotropic therapies are ineffective,-aaréc

balloon pump has been used.

CONCLUSION
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In casef ALP poisoning,which carry a high mortality rate,a thoroughhistory of drugintake

shouldbecarefullyconsideredlt is essentiato remembethatclinical suspiciorplaysacrucial

role in diagnosis, and early treatment can increase survival rates.
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The Role Of COPD Scales (Bag5, Decaf And Decal. ) Kn Predicting Mor
Mor bidity Kn Pat i éApply3o TWa Embrge@c® Pepartménto

AbdurrahmarOralMD, EkKimS a ] IGg m niAssaProf

Manisa Celal Bayar University Faculty of Medicine, Department of Emergency Medicine,

Manisa
Introduction and Purpose

Thereare manyCOPD patientsvho applyto emergencylepartmentsvith shortnes®f breath
(2). In this study,we aimedto demonstratéherolesof BAP-65, DECAFandDECAF-L scores

in predicting morbidity and mortality in order to provide effective and rapid service.
Materials and Methods

Our studyis a prospectivestudyandwasconductedy recording200patientswith COPDwho
applied to Manisa Celal Bayar University Faculty of Medicine Hospital Emergency Service
betweer01 May 2022and01 May 2023.Patientsvho mettheinclusioncriteriawereincluded

in the studyandtheir BAP-65, DECAF andDECAF-L scoresverecalculatedTheoutcomeof

the patients, theireadmission within 1 month after the outcome, and their mortality were

monitored and recorded.
Resultsand Conclusion

200patientswvereincludedin study.Significantdifferencesveredetectedetweertheoutcome

type of the patientédischarge, ward or intensive care admission) and-BBPDECAF and
DECAFL scores (p<0.00for each).In our study,a significant differencavas foundoetween
lactate value and patients who died in the last month (p = 0 AG4gnificant difference was
detected between the DECAFscore, which was obtained by adding the lactate value to the
DECAF score, and exitus within 1 month after the emergency department (AUC=0.653;
p=0.039).

COPDis amongtheleadingcause®f mortality andmorbidity in theworld (2). We foundthat

therateof admissiorto intensivecareor wardsfor patientswvith highBAP-65or DECAF scores

30




Frerency Phys:

y"éi;’lﬂ ATUI;;K\%\\"L
- | B | 9ALEM | @ATWDR | C:TIKA Y 29 § <
> | RSs | S NG vl

increased compared to dischargesignificant differencavas detected between tbECAF

L score and exitus within 1 month after the emergency department (p=0.039). We also found
significantdifferencesdetweerthe DECAF-L scoreandthe outcomeof the patientsn termsof
hospitalization or discharge (p<0.001).

The use of BAF65, DECAF and DECAHR scores will facilitate the discharge and
hospitalizatiorplanningof COPDpatients applyingo emergencydepartments (3}). We also
believe that it would be beneficial to increase the use of the DHC#dore, which has been

found to be effective in predicting mortality, in emergency departments.

Keywords: COPD,ED, mortality.
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Bilateral Intraparancymal Brain Hemorrhage Due To Hypertension

Introduction: Hypertension is a major risk factor for both cerebral inferctus and intracranial
hemorrhageThereis a continuousgradualandconsistentelationshipbetweerblood pressure
and stroke riskAs blood pressure increases , even if not in the hypertensive range, the risk of

stroke also increases. preventing ischemic and hemorrhagic stroke.

Purpose Simultaneous multiple hypertensive intracranial hemorrhage is rare and its
mechanism is unclear. By systematic search in PubMed, we found 41 cases of concurrent
bilateral hypertensive putaminal or thalamic hemorrhage: 18 with bilateral putaminal, 12 with
bilateral thalamic, and 11 with unilateral putaminal and contralateral thalamic hemorrhage.
However,sincewe rarely encountecase®f bilateralintraparenchymatemorrhagewe aimed

to demonstrate this with our own case.

CaseA 45-yearold male patient was admitted to the emergency department with complaints

of foamingat the mouth,convulsionsandtremors.The mosteffectivestrategyis hypertension
treatmentThereis nofeaturein his medicalhistoryotherthanhepatitis He usesnomedication.

There is no alcohol or substance use. The blood pressure measured at admission to the
emergency department was 210/120 mm/Hg, and the ECG showed normal sinus rhythm.On
neurologicalexaminationthe personis confuseduncooperativesometimeslisorientedthere
isnoanisocorialR:+/+, andthereis meaningfulerbaloutput.All four limbshavespontaneous
movement. Bilateral intraparenchymal hematoma was observed in the brain tomography. No
aneurysmatic dilatation was observed in the brain computed tomography aniography

examinationAccording to neurosurgery consultation, mass bleeding was not considered.

DiscussionBrain hemorrhages are mainly seen in the putamen central substance in the

brainstemtemporallab, parictallobeor frontal lobe,thalamusgcerebellabemispherandpons

region. Intracranial hemorrhages due to hypertension are most commonly seen in the basal
ganglia. Bilateral intraparenchymal bleeding is extremely rare; an underlying cause is sought.

In our patient,therewasno underlyingcauseBilateralintraparenchymal bleedingasdetected.

Key words:Hypertensive.intraparenchymaleeding.
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A Pat ée@ar Wead Men alshteasRRésght Ventrécle Admét
Depart mebyspee ; A Case Anal ysés

OmerFarukOz!,AbdullahYaserGuney , BahadirTaslideré, BasarCandet
1Bezmialem Vakif University
Il ntroduct éon

Tumorsof primarycardiacorigin areextremelyrare,with someestimateglacingtheincidence
between 0.001% and 0.28%lthough metastatic cancers to the heart are more common, the
most common types are pleural mesothelioma, melanoma and lung carcinomas (1).
Hepatocellular carcinoma (HCC) is the most reported primary tumor of the liver, accounting
for 90%of all liver malignancies. It is theecond leading causé cancesrelated deaths in the

World (2). In advanced stages, it can also spread to the liver and portal veins and metastasize
directlyto theright atriumof theheart.Thisis extremelyrareandsomestudiessuggesthatthe
incidence of direct invasion into the heart may be as low4#% (3,4,5,6).

Hepatocellular carcinoma (HCC) metastasizes mainly within the confines of the liver.
Metastases to the heart from other carcinoma sources are not uncommon, but solitary cardiac
metastasesom HCC arerareandhaveapoorprognosisduein partto thelack of standardized

treatments.

CaseReport

A 70-yearold femalepatientcamewith a complaintof shortnes®f breaththathadbeengoing

on for a day. He also had impaired communication following shortness of breath. Known
hypertension, diabetes, chronic renal failure, heart failure and hepatocellular carcinoma with
lung,bone and heart metastasis. Diagnosed with Hepatocellular carcinoma in July 2022. The
patient used immune checkpoint inhibitors such as Nivolumab and Ipilimumab. When the
patient came to the emergency room, Oxygen saturation (SpO2) = 84%, pulse=110/min,
fever=37, Respiratory Rate: 22/min, arterial blood pressure=126/74 mmHg, fingertip blood
sugar=113mg/dl. On physical examination, the patient's general condition was moderate,
GlasgowComasScale:12 (Verbal3,Motor5, Eye4) thepatientwasagitated andherspeecltwas

a few words repeated. Breath sounds were rough in the lower regions bilaterally.Heart sounds

were rhythmic, no additional soundsor murmurswere heard.Abdominal examinationwas
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comfortableno guarding oreboundwvasdetectedThereweretwo positive(++)pretibialedema
bilaterally. In laboratory findings were, Urea: 79mg/dl, Blood Ure Nitrogen: 37mg/dI
,Creatinine1.15mg/dl,eGFR:48ml/min, Calcium:7.3mg/dl,White Blood Cell: 3.57* 1 0j / u L,
Hemoglobin: 9.9 g/dl , Troponih 32.2 ng/L, Btype Natriuretic Peptide: 300.7 ng/L, Mass
CK-MB: < 0. 2DINMER/7430ng/ML, CRP: 86.43 mg/ls for imaging, Tomography

could not be taken at first because the patient could not lie flat, but a portableraygvas

taken. The radiograph showed obvious signs of effusion in the right lower regions.

We started the patient with furosemide infusion at a rate of 20 milligrams (mg) per hour.
Additionally, haloperidol 10 mg Intramuscular and biperiden 5 mg Intramuscular were
administered intermittently to control the patient's agitation. Subsequently, chlorpromazine 12.5
mg Intramusculawasadministeredo the patientfor sedatiorandParacetamalial Intravenous

was administered to the patient whose fever increased during fopovifterwards, we
requested brain computédmography (CT) + diffusion magnetic resonance imaging (MRI)
and contrasenhanced cranial MRI as imaging. In the radiological reports of the imaging
studies, it was seen that no acute pathology was observed in brain CT and cranial MRI.
However, due to the interpretation of diffusion MRI that there was millimetric diffusion
restriction in the left parietal, which was not clinically relevant, suggesting cardioembolic
nature, 6000 IU lownolecular weight heparin was administered subcutaneously tmatiest
(Figure 2).

Afterwards, the patient was consulted to Internal Medicine and Neurology for hospitalization.
The patient was admitted to the Medical Oncology service for felipw

Déscusseéeon

Themostcommonmechanisniby whichtumorcellsspreado theheartis hematogenouspread
through the coronary arteries. Cardiac metastasis should be considered if cardiomegaly and

heart failure symptoms occur during the clinical folaw of a case with carcinoma (6).

Acute Pulmonary edema; It can be defined as an increase in pulmonary blood pressure or
deterioration in capillary permeability, resulting in fluid passage to the interstitial space and
alveoli, and impaired oxygenation of blood in the lungs. There are three basic mechanisms in
the etiology of pulmonary edema. These mechanisms can be classified as disruption of the
FrankStarling equation, impairment of alvecleapillary membrane stabilization, and

lymphatic insufficiency.
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In this case report, we discussed the acute pulmonary edema we encountered in a patient with

preserved ejection fraction with a known history of cardiac metastasis.

The patient's advanced age, existing chronic and comorbid diseases, and the presence of
metastases to the right ventricle and pulmonary artery also worsen the clinical syniptems.
relationshipbetweerthe pulmonaryedemahatdevelopedn our patientandthedysfunctionin

theright ventricle, inwhichamass extendintp the pulmonaryartery was formeds left open

to discussion.
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Figurel. PortablePosteroanteridung film of the patienttakenin theemergencyoom
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A COMPARATIVE STUDY ON THE EFFICACY OF DEXKETOPROFEN AND
METHYLPREDNISOLONE IN THE TREATMENT OF ACUTE LOW BACK PAIN
MehmetMeral, Ali Gur

! Departmenbf EmergencyMedicine,ErzurumCity Hospital,Erzurum,Turkiye.

2 Departmentof EmergencyMedicine, School of Medicine, Ataturk University, Erzurum,

Turkiye.
Abstract:

Objective: Many methods are used in the treatment management of low back pain. In this
study, we aimed to investigate the efficacy of dexketoprofen alone and in combination with
methylprednisolone thetreatmenbf low backpainin theemergencydepartmentusingthe

Visual Analog Scale (VAS) and the Oswestry Disability Index (ODI).

Material and Method: This study was conducted inpaospective, randomized, singdind
manner with 150 patients at the emergency department of a university hospital. Patients with
low back pain were examined in two groups: those receiving intravenous dexketoprofen
treatment (Group D) and those receiving dexketoprofen + methylprednisolone treatment
(Group DM). The efficacy of the treatments received by the patients was evaluated with the
VAS atminutes0, 15, 30,and60 andhour48. Statisticalevaluationsverealsoundertakeron

the ODI results evaluated at minute O and hour 48.

Results: The VAS scores decreased in both groups at all fellpvevaluations performed
throughout the treatment (p<0.05). The mean VAS score evaluated 48 hours after treatment
wasl . 6 9 Nrhin GrdupDM and4 . 1 3 Nmin @rdupD (p=0.000).Thedecreasé the

ODI score was greater in Group DM than in Group D (p=0.000).

Conclusion: Dexketoprofershowedanalgesiefficacyin thetreatmenbf nontraumaticlow
backpainanddecreasedisability. Whencombinedwith methylprednisolonejexketoprofen
treatment exhibits a greater analgesic effect and further reduces disability.

Keywords: Low back pain, Dexketoprofen MethylprednisoloneVisual Analog Scale,

Oswestry Disability Index.
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Introduction

Low back pain is a common health problem across the world. Despite being commonly
perceived as an insignificant symptom among individuals and society, low back pain is a
prevalenthealthissuethatcanhaveseriousmplicationsin termsof both healthexpenses and

loss of workforce (43).

Variousfactors can contribute the occurrenceof low back painln orderto ensureaccurate

and effective treatment, the causes of low back pain must be determined through a
comprehensivassessmerthatincludesmedical historyphysicalexaminatiorfindings,and,

if necessary, radiographic imaging findings (4). The treatment of lumbar pain requires a
multidisciplinary approach (5). Nepharmacological, pharmacological, minimally invasive
interventions, or surgical met hods are reco
findings and the red or yellow flag signs specified by the relevant guidelines (6). Non
pharmacological therapeutic modalities include massage, acupunctuce]dapplications,
psychotherapies, yoga, Tai Chi, movement control exercises, spinal manipulation therapy,
exerciseherapiesandgradualactivity programg7-12). Musclerelaxantsnonsteroidalantr-
inflammatory drugs (NSAIDs), opioids, tricyclic antidepressants (TCAs), and antiepileptic

drugs are used in pharmacological treatmentl@3

In this study,we aimedto investigatethe efficacy ofdexketoproferaloneandin combination
with methylprednisolone thetreatmenof low backpainin theemergencylepartment,sing
theVisual Analog Scale (VAS) and the Oswestry Disability Index (ODI).

1. Material and Method:
1.1 Study Designand Setting

This study was conducted as a prospective, randomized,-biimgdestudy at the emergency
department of a university hospital from August 1, 2021, through August 1, 2022. The
anal gesi c efficacy of i ntravenous dexket oy
methylprednisoloné Ar v etlPe ® E avastofparedn patientswith low backpain.The

study was initiated after receiving approval from the Clinical Research Ethics Committee of

the Atat¢rk University Faculty of Medi ci ne
Patients were accepted into the study after obtaining informed consent from them or their

relatives basedn voluntarinessThe studyprotocolfollowed the tenet®f the Declaratiorof
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1.2 SampleSizeand Patients
G-Power 3.1 software was used to calculate the sample size required for the study. The
sample size was calculated using a medium effect siBebpha type 1 error of 0.05, and a
power value of 0.80. As a result, the required sample size was determined to be at least 62
patients in each group, considering the possibility of a 10% loss. A total of 150 volunteer

patients, 75 in each group, were included in the study.

Patientsagedover18 andunder65 yearswho presentedio theemergencylepartmentvith
acute nortraumatic low back pain and agreed to participate in the study were evaluated for
eligibility. Excluded from thestudy werepatients who had used analgesics withinl#se six
hours; those with neurological deficits, cardiac or chest pain, liver, kidney, cardiac or
pulmonary failure, chronic pain, a history of dexketopreafeiated gastrointestinal bleeding
or perforation, referred pain, neoplastic pain, a history of allergies to medications used in the
study(methylprednisolonanddexketoprofen)or vision problemsthosewhoindicatedapain
intensity of 3 cm or less on the-téh VAS scale line at the time of their presentation to the
emergency department; pregnant and breastfeeding women; and patients who were illiterate.

1.3Randomizationand Primary Outcome

The patients were divided into two groups: the dexketoprafninistered group (Group D)
and the dexketoprofen + methylprednisol@uministered group (Group DM). The patients
were allocated to the medication groups based on the patient scale generated on the website

https://www.randomizer.org/#randomiz€&he patients were not informed of their assigned

group. The primary outcome of the study was the pain scores of the groups according to the
VAS scoresThesecondarputcomewasthe effectof dexketoproferaloneandin combination
with methylprednisolone on low back paiglated disability, according to the ODI scores.
1.4 Study Variables and Intervention

Thepatientsparticipating inthe study wereevaluatedn theyellow triagecategory. After
a systemic examination, a-pauge intravenous catheter was inserted into the patient by an
experienced nurse. Before administering the assigned drug intravenoushcna \IAS
evaluation was undertaken as a standard method proven to be reliable in measuring the
severity of low back pain. The VAS was explained to volunteer patients in detail, and they
wereaskedo self-evaluateon ascaleof 0 to 10, with O indicatingtheabsencef anypainand
10 cm representinghe mostseverepain. The patientswerealsoaskedto completethe ODI
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guestionnaire before starting treatment and 48 hours after treatment. Using this scale, the
p at i minibtengity,personakarelifting, walking, sitting, standing sleeping sexuallife,
sociallife, andtravelingwerequestionedEachcriterionwasscoredonits own andevaluated

out of 100 points. Treatment was staredter the patients sedvaluated their VAS scores.

The VAS and ODI scores of the patients were recorded at minute 0, referring to the start of
treatmentThevital signsof the patientavereroutinelyobtainedat minutesl5, 30,and60 and

were kept under close monitoring for possible complications. During this period, the VAS
scores were also questioned and recorded at minutes 15, 30, and 60. After thepgciosy
treatment in the emergency department, the patients were discharged and asked to return to
the emergency department foreealuation 48 hours later. When the patients arrived at the
emergency department, their 48tbur VAS scores and ODI scores were questioned. Group

D was intravenously administered 50 mg of dexketoprofen in 100 ml of physiological saline
for 30 minutes. Group DM was intravenously administered 50 mg of dexketoprofen plus 1
mg/ kg of methyl prednisolone in 100 ml of phy
VAS scores were evaluated at minutes 0, 15, 30, and 60 and hour 48; their ODI scores were
evaluatecht minuteO andhour48; andtheir vital signswereevaluatedat minutesl15, 30,and

60. Thesedatawerethencomparedisingstatisticalmethods.

1.5 Statistical Analysis

Theobtaineddatawere transferretb the computer environment arahalyzedusingthe SPSS
v. 25.0 (SPSS, Inc., Chicago, IL) package program. Data were presented as mean, standard

deviation, median, minimum, maximum, percentage, and number. The normality of the
distribution of continuous variables was examined with the Shajilo W test when the

sample size was <50, and the Kolmoge®wmi r nov test when the sam,
comparisons between two independent groups, the indepesataptes-test was used if the

normal distribution condition was met, and the MaMhitney U test was used otherwise. In

2x2 comparisons between categorical variables, the Pearssguare test was conducted if
theexpectedraluewas>5, thechi-squarey atestestif theexpectedraluewasbetweer3 and5,

and the Fisherb6s exact test i f the expected
variables larger than 2x2, the Pearsonstjuare test was employed when the expected value
was>5, andthe FisherFreemarHaltontestwasusedwhentheexpectedraluewas<5.P<0.05

was considered statistically significant.
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Treatmenwasappliedto 178 patientswvho presentedo theemergencylepartmenthowever,

il

28 patients were excluded from the study since they did not visit the emergency department

at the 48 hour. As a result, 150 patients were included in the sample. The demographic and

characteristideaturesof the patientsaregivenin Table 1. Male patientsconstituted5.3%o0f

thepati ent s

year s

for

i n

Group

Group
D

D

and

and
4 0 .

54 .
8 4

7 %
N

of
10.

t hose
93

blood pressurevas 129.35N 17.36 mmHg, the meandiastolic blood pressuravas 81.89N

12. 49

mmHg,

t he

me an

respiratory

rate

saturatiorwas94.85N 2%, andthemeanpulsewas89.64N 16.95perminute, while for Group
DM, thesevalues weraletermined tdel 2 6 . 76356 niinHg76.17K
N9.65 peminute, 94.6N

3.2.Comparisonof groups

2.

1 2nmidL17.24
5 6892, . 2E®92Neatperminute,respectively.

i n

year s

was

The pain sensations of patients who presented to the emergency department with

complaintsof nontraumatidow backpainwereevaluatedisingthe VAS. Themeanbaseline

( mi nu

te 0)

VAS

SCO

res

of

Group

D

and Gr

respectively Accordingly,the VAS scoreof the patientsn GroupD wassignificantly higher

thanthatof thosein GroupDM at baselingp = 0.032).The VAS scoresvaluatediuringthe

oup

follow-up period after starting treatment exhibited a decrease in both groups (p < 0.05 in all

follow-up evaluations) The meanVAS scoreevaluated48 hoursaftertreatmentvas1.69N
DM and

difference between the groups (p = 0.000). The mean decrease from the baseline to hour 48

1. 71

cm

for

Group

4. 13

N

2.

27 ¢cm

for

was 3.99 units for Group D versus 5.8 units for Group DM (Table 2). This suggested that

dexketoprofen + methylprednisolone had greater analgesic efficacy. Figure 1 presents the

comparison of the VAS scores of the groups according to the foifpavaluation time.

The

patientsd

ODI

SCOr es

wer e

det er mi

ned

(minute 0) and 48 hours after treatment. According to the data obtained, the mean baseline
ODI scoreof GroupDM was43.95N22.09,which washigherthanthatof GroupD, butit did
not result in a statistically significant difference (©514). According to the revaluation

made48 hoursafter the applicationof the allocatedtreatmentstherewas a decreasen the
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ODI scores of both groups (mean ODI score:
for Group DM), and the efficacy of the treatments increased. The decrease in the ODI score
wasgreatern GroupDM thanin GroupD, andthis wasat a statisticallysignificantlevel (p =
0.000)(Table3). Thecomparisorof the ODI scoresf thegroupsaccordingo theevaluation
time is given in Figure 2.

3. Discussion:
It is known that NSAIDs are the first pharmacological agents to be preferred in the treatment
of low back pain, while corticosteroids alone are not useful for this purpose. Our study is one
of thefirst investigation®ntheanalgesi@andfunctionaleffectsof NSAIDs andcorticosteroids
in combination therapy. Our results showed that NSAIDs had an analgesic effect on low back
pain, but when used in combination with corticosteroids, the pain intensity of the patients

further decreased.

Pharmacological treatments are administered to patients who have a history of low back pain,
thosewhorefrainfrom nonpharmacologicahpproachesyrthosewhoareatrisk of developing

serious complications related to low back p#s.per the recommendations of merican
Medical Association, it is advised to initiate NSAIDs and muscle relaxants as a first step in
pharmacologicatherapy (16)In asystematiaeviewof patientstreatedfor low backpain,the
analgesic efficacy of pharmacological agents in the NSAID group was evaluated in patients
aged 185 years (17). Other studies including patients suffering from acute and chronic low
back pain without a specific cause evaluated analgesic effect and disability status after oral
piroxicam treatment (18), analgesic effect and functional capacity after intramuscular
tenoxicaminjection(19), andthe analgesieffectafterintravasculadiclofenactreatmen{20).
Systematievaluationhavedeterminedhatthe useof NSAIDs in bothacuteandchroniclow

back pain provides adequate analgesia and significantly improves physical capability (17).

Many studies have been conducted on the use of dexketofoofanalgesia. The analgesic
effectsof paracetamaoandibuprofen(21), diclofenacsodium(22), placebo(23),andmorphine

(24) have been compared in low back pain. These studies have found that dexketoprofen
exhibitedeithera greater analgeskffect(21,23) orhadno difference(22,24)whencompared

to other agents. In our study, the use of dexketoprofen alone in low back pain had analgesic

efficacy, similar to previous studies.

Corticosteroidsare anothertype of pharmacologicahgentusedin individualswith acuteor
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chronic low back pain. The analgesic effect of corticosteroids has also been investigated.
However, there are only a limited number of studies comparing their analgesic effects to
those of other agents for low back pain. In a study investigating the efficacy of oral
prednisolondreatmentlonein low backpain,no significantdifferencewasfound compared
to the controlgroup(25,26).In anotherstudy,intramusculamethylprednisolonandplacebo
groupswerecomparedn patientswho presentedo theemergencylepartmentvith low back
pain, and methylprednisolone was found to haveamaalgesic effect (27). We observed
significant reductions in VAS scores at minutes 15, 30, and 60 and hour 48 compared to the
initial measurement at minute 0. Additionally, the patients with high levels of baseline
disability had a significant decrease in their ODI scores after treatment.
Although the research in the literature has proven that the use of corticosteroids alone is not
useful for low back pain, there are a few studies showing its benefits. The functionality and
analgesic effects of intramuscular methylprednisolone treatment were investigated in patients
who presentedo the emergencylepartmentith low backpain anchad apositivestraightleg
raise test. It was observed that the additional analgesic medication requirements and pain
complaintsof the corticosteroietreatedgroupdecreasedomparedo thecontrolgroup(28). In
anotherstudy,thebenefitsof oral steroidtreatmenftor therelief of paincausedy sciaticinjury
were investigated. In the comparison performed between the control group and patients
receiving oral steroid treatment, it was observed that the ODI scores decreased rapidly and
functionalityimprovedin thelatterduringthefollow-up period.It wasalsodeterminedhatthe
patientstreatedwith methylprednisolondéavelessneedfor additionalanalgesionedication
(29). In the current study, we found a greater level of decrease in the ODI scores of patients
who were administered dexketoprofen + methylprednisolone than in those who received
dexketoprofen alone.
Theliteraturealsocontainsstudiesnvestigatinghecombinationf NSAIDs andsteroidsfor
different analgesic effects. It has been determined that a steroid combination was more
effectivefor analgesian patientswith plantarfasciitis (30). In a studycomparingheefficacy
of NSAIDs andprednisolonen themanagemenf postoperativgainin patientsundergoing
tonsillectomy, the use of steroids was shown to increase postoperative comfort (31). In the
currentstudy,it wasdeterminedhattheanalgesieffectof steroidusetogethemith NSAIDs
wasgreater than in previous studies.

4. Limitations

Therearesomelimitationsto our study,with themostimportantbeingits single-centerdesign
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and small sample size. Another limitation is that pain intensity was deteragoedding to
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patient accounts, making it a subjective evaluation. Furthermore, our study is limited by the

absence of a placebo group and the brief duration in which we assessed the efficacy of

symptomatic treatment.

5. Conclusion

This study demonstrated that dexketoprofen had analgesic activity and reduced disability in

the treatment of patients who present to the emergency department dueraunaatic low

back pain. When used in combination with methylprednisolone, dexketoprofen exhibited

greater analgesic efficacy and resulted in the faster regression of disability. Therefore, it is

concluded that the combined use of NSAIDs and steroids yields a greater analgesic effect in

themanagementf patientsvho presento theemergencylepartmentvith nontraumatidow

back pain.

Funding: This studywasfinancially supportedy the Scientific ResearchProjectg BAP) Unit

of Atat¢srk

Uni ver si t-30218373. h

t he

Conflict of Interest: Theauthorshaveno conflict ofinterestto declare.

10

0

00

~l

(=)]

v

Minute 0

Minute 15 Minute 30

® Group D m Group DM

Minute 60

Hour 48

project

Figure 1: Comparisorof thegroupsaccordingo theVAS score{GroupD: dexketoprofen

administeredyroup;GroupDM: dexketoproferr methylprednisolon@dministeredjroup;
VAS: Visual Analog Scale)
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Figure 2: Comparison of the groups according to the ODI scores (Group D: dexketeprofen

administered group; Group DM: dexketoprofen + methylprednisedaimeinistered group;

ODI: Oswestry Disability Index)

Table 1: Demographicand clinical characteristicsof the groups

GroupD GroupDM p

Age (years), (mearSD) 34. 8092N|4 0. 8@93N|0.000
Gender Male 49 (65.3%) 41 (54.7%) 0.182

Female 26 (34.7%) 34 (45.3%)
Chronic Present 6 (8%) 12 (16%) 0.132
diseaséistory

Absent 69 (92%) 63 (84%)
Straight leg | Positive 22(29.3%) 38(50.7%) 0.008
raise test ]

Negative 53(70.3%) 37 (49.3%)
Urinary Present 0 (0%) 1(1.3%) 0.316
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incontinence
Absent 100(100%) 74 (98.7%)

Systolicblood pressurédmmHg) 129. B/'86 (126 . 1686 | 0.588
DiastolicbloodpressurdmmHg) |8 1 . 8249N|7 6 . 11711 K| 0.007
Respiratoryrate(/min) 15. 279N |17. D45 N|0.012
Oxygensaturation%) 94. 85 N|94. @86 N|0.691
Pulse(beat/min) 89. 6@&95N|82. 2892N|0.011

Group D: dexketoproferadministered group; Group DM: dexketoprofen +

methylprednisolon@administered group; SD: standard deviation

Table2: Evaluation othe VAS scoresof thegroups

VAS (cm) Group D Group DM p
Baseline (minute 0), mediar 8 (4-10) 7 (2-10) 0.032
(min-max)

Minute 15 7 (1-10) 5(0-10) 0.001
Minute 30 5 (0-10) 4(0-10) 0.000
Minute 60 4(0-10) 2 (0-9) 0.000
Hour48 4(0-10) 1(0-8) 0.000

VAS: Visual Analog Scale; Group D: dexketoproferadministeredgroup; Group DM:

dexketoprofen + methylprednisoleaeministered group; min: minimum; max: maximum

Table3: Evaluatiornof the ODI scoresof thegroups

ODI score(%)

GroupD

GroupDM

Baseline (minute 0), mediar

(min-max)

40 (4-92)

40(6-100)

0.514
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Hour 48 31(0-116) 16 (0-72) 0.000

VAS: Visual Analog Scale; Group D: dexketoproferadministeredgroup; Group DM:

dexketoproferr methylprednisolon@dministered group; min: minimum; max: maximum
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Femoral Artery Aneurysm DevelopingAfter Percutaneousntervention

EgecarDUMAN, EKimS AJ L A RMEN
ManisaCelal BayarUniversity Schoolof Medicine,EmergencyDepartmentManisa,Turkey

Introduction and purpose: latrogenic pseudoaneurysm (IPA) is a false aneurysnottairs
after localized arterial wall injury associated with an incomplete hemostatic plug at the site of
injury. Local extravasatiomf bloodis limited andcontrolledby thedevelopingpseudocapsule.

Pseudoaneurysms can develop at any arterial ustel for arterial puncture, but for
percutaneoubasedliagnosticandinterventional procedured? A secondaryo femoralartery

accesss by far themostcommonetiology andsite.Most uncomplicatedPAs canbemanaged

without open surgery, with observational management, or sometimes using endovascular
techniques. In this case report, femoral artery pseudoaneurysm that developed as a result of

percutaneous intervention is described.

Material and Methods: In this case, an 8gearold female patient diagnosed with primary
hypertension and chronic ischemic heart disease, who developed a femoral artery aneurysm
after percutaneous intervention, was referred to us. She had history of coronary angiography
one week ago. She applied to the emergency room with complaints of bruising aimdhpsin

right thighfor threedays. Duringhe examinationa4 cm diameterbruiseanda pulsatilemass
approximately2 cmin diameteweredetectedntheskin of themedialright thigh. The patient
hadnormalmusclestrengthin all 4 extremitiesnormalsensationdistal circulationandpulses.

Doppler ultrasonography revealed a hypoechoic image compatible with a 2 cm long

pseudoaneurysneachinglOmmin diameterwith a4 mmneck.Thepatient'sSCT angiography
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had similar results. The patient was consulted to cardiovascular surgery and was hospitalized

with an intervention plan.

Resultand Discussion:latrogenicfemoralpseudoaneurysihPA) is rareoverall,occurringin

<1 percent of all interventional procedure3[2 Well-established risk factors for IPiAclude

female gender, increasing age, concomitant venous puncture, hypertension, severely calcified
vessels, and use of anticoagulation during arterial cannulation or in the immediate
postprocedural period[1]. Therefore, iatrogenic pseudoaneurysm should be considered in
patients presenting with pain, swelling, pulsatile mass in the region after percutaneous arterial

intervention.

Key Words: Coronaryangiographyfemoralartery,iatrogenicpseudoaneurysm

Picturel:
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Ovarian Hyperstimulation Syndromein The EmergencyDepartment,
A Complication of IVF Treatment

Short Title: Ovarian Hyperstimulation Syndrome

Berikak E N EBRimS AJ L A RME N

ManisaCelal BayarUniversity Schoolof Medicine,EmergencyDepartmentManisa,Turkey

Introduction

Ovarian hyperstimulation syndrome occurs as a result of excessive stimulation of the ovaries
during IVF treatment, leading to massive ovarian enlargement and excessive follicle

development within the ovaries due to medication administered during the treatment.This
condition can cause swelling of the ovaries and discomfort in the pelvic region, as well as

systemic effects(1).

Women at high risk of OHSS are; under the age of 25, FSH levels below 5 mIU/ml, AMH
levels above 5 ng/ml, FSH/LH ratio below 1 and diagnosed with PCOS (2,3).

OHSS Grade 1: Mild, abdominal tightness. Grade 2: Mild, nausea, vomiting, diarrhea, and
ovaries measuring betweenl3 cm. Grade 3: Moderate, ascites may be observed. Grade 4:
Severe, ascites, pleural effusion, and dyspnea may be observed. Grade 5: Severe, increased
viscosity, dyspnea, renal failure may be observed(4,5).

Case

A 34-yearold femalepatientpresentedo our ED with complaintsof abdominapainandnause.
The patient'svital signs were normal arftergeneralconditionwasgood. Bilateratenderness

waspresentn thelowerquadrantslt waslearnedhatthepatienthadundergondVF treatment.

Laboratory results showed CRP: 3.48 mg/dL, WBC: 14.39 mcL-h@e@& 5.5 miu/mL,

creatinine:0.6 mg/dL. The patientunderwentultrasoundmultiple cystswere observedn the
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ovaries. ACT scan showed multiple cysts, the largest measuring approximately 4 cm, and

diffuse fluid in the abdomen.

The patient was assessed as having Grade 2 OHS§dMdtion therapy was initiated. After
treatmentthe patientfelt relieved.Shewasdischargedrom the ED with recommendationfor
exercise restriction, increased fluid intake, rest and felipwat the gynecology outpatient

clinic.

Discussion
Thereis no specifictreatmenmethodfor OHSS .Mild andmoderatéDHSScanbemanagean
an outpatient basis (rest, adequate fluid intake, exercise restriction). If necessary, excess fluid

leaking into the body can be aspirated (6).

The most important factor is prevent its development. Such as obtaining fewer mature eggs,
continuing therapy with lovdose medication, collecting eggs early and using progesterone

instead of excessive hCG during the luteal phase (6).
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A Rare and Urgent Diagnosis in Patients with End Stage Renal Failure: Uremic

Pericarditis
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Introduction: Pericardiakissueis afibroelasticstructureconsistingof two layerssurrounding
theheart,visceralandparietal,and15-50 mL of physiologicalfluid betweerthesedayershelps

the heart to maintain its functions by reducing friction during cardiac mobility(1). Acute
pericarditis clinic caused by inflammation of the pericardium may occur due to malignancies,
infections, autoimmune diseases, trauma, previous myocardial infarction, amyloidosis and
uremia(2). The prevalence of uremic pericarditis, which reached 41% in the past with the
developmenbf dialysistechnologiesis currentlybelow5%(3).In recentstudies Batailleetal.
describedi4 casesn 12 yearsandSadjadietal. described0 casef uremicpericarditisin 30
years(3). Since uremic pericarditis is a rare condition which may be observed in undiagnosed
patients with endgtage renal failure and in routine dialysis patients after inadequate dialysis,

we share our case with you.

Case:A 28yearold male patient was admitted to the emergency department with complaints
of shortnessf breathandcoughwhile lying onhisbackandsidefor 2 days.His knowndiseases

were hypertension, chronic renal failure and heart failure. It was learned that he had been on
dialysis 3 days aveek forthelast 1 yearand had previously undergokelney transplantation

but the transplant was rejected. On physical examination, general condition was good,
consciousness was clear, coopere, oriented, cardiac examination revealed frotman and rales
were heard in lung sounds especially in left lower lung basals, neck venous engorgement and
peripheral oedema in bilateral lower extremities. Other systemic examination was within
normallimits. Vital signswereasfollows: Temperature36 A Cbjoodpressure44/117mm/Hg,
pulselO5beats/minuterespiratoryrate20 breaths/minutepxygensaturatiorf6%in roomair.

On electrocardiogrammormal sinus rhythm was observed, t negativity was observed in the
inferior leads and typical pericarditis findings were not observed. Blood analyses; Leukocyte
(WBC) 14,83103mm3(Normalrange[NR] 4- 10.6),Haemoglobirn/, 72 g/dL (NR 11- 15.5),
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Platelet310103mm3 (NR 150 400), C reactiveprotein15, 59 mg/dL (NR 0- 0.5), Glucose

105mg/dL (NR 70- 106) Ureal109,2 mg/dL (NR 15- 50) creatinine5, 34 mg/dL (NR O, 7- 1,
2) troponin 0, 20 ng/mL (NR-Q0, 16) coagulation parameters and other biochemistry tests,

electrolyte levels and blood gas values were within normal range. Transthoracic
echocardiography showed an ejection fraction 68@%, eccentric flow in the mitral valve,
dilated cardiomyopathy, pleural and pericardial effusion, and fibrin bands secondary to
inflammation.Thoracic computed tomography showed a pericardial effusion approximately 4
cm thick at the thickest part and a pleural effusion 4 cm deep at the deepest part in the left
hemithorax (Figure 1). The patient who was hospitalised by the cardiology unit with the

diagnosis of uremic pericarditis was discharged with healing after treatment andupllow

Figure 1: Pericardiakffusionwith adepthof 4 cmonthoraciccomputedomographys shown

with a red arrow.

Discussion and ConclusionWhile thediagnosis oficutepericarditis is maden thepresence

of at least two of the following findings: chest pain, pericardial frotman, ST elevation and PR
depression findings on electrocardiogram, development and increase in pericardial effusion, it
should not be ignored that classical electrocardiogram findings may not be present in all
cases(4)Treatmenbf uremicpericarditisrequiresinitiation of dialysisif dialysishasnotbeen

started, and increasing the frequency of dialysis if the patient is receiving dialysis(5).
Sometimes pericardiocentesis, pericardial drainage and pericardiectomy may be required in

persistentpericarditis that does not regressdespitedialysis treatment(5).Pericarditisand
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pericardial effusions may lead to death by causing fatal arrhythmias, heart failure and cardiac

tamponade(6)Uremicpericarditis whichmayleadto cardiactamponadenddeath shouldbe

included in the differential diagnosis and should be diagnosed and treated early, especially in

patients with endtage renal failurand acuteenal failure who may need dialysis thefirst

time.

Keywords: Uremicpericarditis Pericardiakeffusion,End-stagerenalfailure

References:

1-

2-

Nesheiwat Z, Lee JJ. Uremic Pericarditis. BtatPearls Treasure Island (FL):
StatPearls Publishing; July 17, 2023.

Saeed S, Mohamed Ali A, Wasim D, et al. Natural Course of Electrocardiogram
Changes and the Value of Multimodality Imaging in Acute Pericard@sdiology
2023;148(3):21227. doi:10.1159/000530207

BentataY, HamdiF, ChemlalA, Haddiyal, Ismaili N, EI OuafiN. Uremicpericarditis

in patients with End Stage Renal Disease: Prevalence, symptoms and outcome in
2017.Am J Emerg Med2018;36(3):46466. doi:10.1016/j.ajem.2017.11.048
Restrepd, VaduganathaM, FenvesAZ. UremicPericarditisDistinguishingFeatures

in a NowUncommon Clinical SyndromeSouth Med J 2018;111(12):75457.
doi:10.14423/SMJ.0000000000000899

Sadjadi SA, Mashahdiah Uremicpericarditis: aeport of30 cases and reviewf the
literature. Am J Case Rep 2015;16:169173. Published 2015 Mar 22.
doi:10.12659/AJCR.893140

Aghsaeifard Z, Firouzi R, Alizadeh R. Predisposing factors and uremic pericardial
effusion among ESRD patients undergoing dialysisin Med Surg (Lond)
2022;77:103579. Published 2022 Apr 6. doi:10.1016/j.amsu.2022.103579

61




<

EPAT

Fmerency Physcl

S Physicians
Associatien of Turkss

2558

LUCKY PATIENTSWITH GUNSHOTWOUNDS

Introduction:

Thethoracicregion is a very important part tifebody as it contains vital organs such
as the heart, lungs, oesophagus, trachea and large vessels such as the aorta and &ena cava.
serious injury in the thoracic region can lead to a series of serious problems related to the
gastrointestinasystemrespiratorysystem and cardiovasculgystem, as wekls ahigh riskof
death, and the return of survivors to life can lead to a lot of labour, time and money loss.

The initial assessment of an injured patient should be performed rapidly and
systematically. Thoracic injuries are common after both blunt and penetrating trauma.
Therefore, all patients presenting to the emergency department for trauma should be screened
for thoracic injury according to the Advanced Trauma Life Support (ATLS) protocol. Since
thoracicinjury can affect each dhe ABCs (Airway, RespiratiorandCirculation),the chestis
rapidly assessedarlyin theevaluationof theinjuredpatientto seeif thereis alife-threatening
injury. Nontlife threatening injuries to the chest are identified during detailed secondary
assessment.

In this case series, we will talk about fortunate patients with two different gunshot
wounds in the thoracic region and no major organ pathology.

Casel:

A 42-yearold male patient came to the emergency department with a gunshot wound.
Admission TA: 120/80 mmHg, Pulse: 90 beats/min, Spo2: 92%. On examination, the bullet
entered medial to the left scapula and remained under the skin on the sternum. Chest
radiography(Figurel) andthoraxCT wasperformed Figure2). Left haemopneumothoraxas
diagnosed and tube thoracostomy was performed in the emergency department (Figure 3). 3D
images were obtained to investigate for cardiac and vascular injury (Figure 4). Cardiac injury
was excluded. He was hospitalisedhe general intensive care uis the patient was stable
in the intensive care unit, he was transferred to the thoracic surgery service. No complication
developediuringfollow-up. Thebullet underthe skin onthe sternumwasremovedunderiocal
anaesthesia. Chest drain was removed and the patient was discharged (Figure 5).

Figurel.
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Casez:

A 28yearold womanwasadmittedto theemergencylepartmentvith agunshotvound.
Admission TA: 110/70 mmHg, Pulse: 110 beats/min, Spo2: 94%. The gunshot wound has an
entry lesion through the right 3rd intercostal space and exit lesion through the right posterior
mid-scapular 8th intercostal space. Chronic left diaphragm elevation and effusion in the right
hemithorax were present on chest radiography. (Figure 1) Thorax CT showed large contused
areas in the right upper lobe, minimal pneumothorax and haemothorax. (Figure 2) Tube
thoracostomy was performed in the emergency department. He was discharged on the seventh

day of follow~up.

Figurel.

2 40264619518 1-1
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Figure2.
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Discussion:

Thoracic injuries are common due to both blunt and penetratingtrauma and can
range from benign occult pneumothoraxto cardiac injury causing sudden death.
Appropriate assessment of injury burden is critical and it is important to be familiar with
imaging options (AG, EFAST and Thorax CT) for further investigation of thoracic trauma.
The emergency physician should be skilled in decompressingtension pneumothorax,
rapidly placing a chest tube and performing RETO when indicated. Rapid management of
life-threateningthoracic injuries and appropriate investigationsto diagnose others will
enable theemergency physician to successfully manage these patients from the time they
enter the emergency department to the time they are taken to the operating theatre,
interventional radiology department,intensive care unit, inpatient ward or discharged

home.
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Status of EmergencyMedicine AssistantQuotasand EmergencyMedicine Expert Public
Empl oyment Data in T¢grkiye in the Last Decad

FatihCemalTekin', DemetAcar*

! KonyaCity Hospital,Departmenbf EmergencyMedicine

Introduction

Emergency medicine started to develop in the WiS#ke 1960s andh Europe in the 1990s.
Emergency medicine was first approved as a separate specialty in 1979 in the USA. In our
country, it was accepted as a separate specialty in 1993, and its education started in 1994. In
this recent period, many firsts wasgtnessed in terms of emergency medidmeur country:

thefirst EmergencyMedicineSpecialis{ATU) wascertifiedin 1998,thefirst associationsvere
established, the first associate professors and the first professors were appointed, and the first
bookswerepublished At thepresentime,emergencynedicineandATUs continueto develop,

and the number of assistants @&dJs trained in many universities and training and research

hospitals is increasing day by day3L

Thequality of emergencynedicineandemergencyareservicess undoubtedlycloselyrelated
to the number of ATUs and the quality of education. In recent years, ATUs have taken and
continueto takeimportantrolesin manydifferent positionsn our country(4). In recentyears,
the number of quotas for the Medical Speciality Education Entrance Examination (TUS) and
the number of residents have been increasing rapidly. We aimed to give general information
aboutTUS assistantjuotasdrawattentionto theincreasen thenumberof emergencynedicine

assistant quotas in recent years, and evaluate the public employmentAiHtks of

Materials and Methods

The study isan ecological type of research. The quota data of the TUS Guides of the

MeasurementSelection,and PlacementCentre( ¥ S Y &hp the dataof the State Service
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Obligation (DHY) were taken from the website of the General Directorate of Management
Services of the Ministry of Health. Since 2023, TUS quota data have been analyzed
retrospectively for 10 years, and DHY emergency medicine specialist appointment data have
been analyzed retrospectively for 5 yedfshics committee approval was not obtained since

thedataobtainedrom anopenaccessourceandadatabasaccessibléo everyonevereused.

Thedataobtainedasaresultof theresearctweretransferredo the computerenvironmentind
IBM SPSS 23.0 (IBM SPSS Statistidgrsion 23.0 (Armonk, NY: IBM Corp.) was analysed

with the programme.

In descriptiveanalysesfrequencydataarepresente@snumbersandpercentagesyhile ordinal

variables are given using min, max, and median (1st qua&tdequartile). Spearman
correlation test was used to analyse the relationship between TUS quotas and years, DHY
Course Assignments and year s, Phi (G) corre
between DHY Course Periods and numbeh®U appointments.

Thestatisticalsignificancdevel was acceptedsp<0.05for all tests.

Results

It wasdeterminedhatthenumberof TUS quotasin oneyearincreasedy anaverageof 282%

in the last 10 years. In percentage terms, the highest increase in the number of assistants
recruited in a TUS period in 10 years was in the Radiation Oncology branch with 887%. In
2023, it was determined that the highest number of assistant quotas were opened in pediatrics
(2453), followed by internal medicine (2152) and emergency medicine (1788) (Table 1).

Tablel Numberof TUSQuotasand ChangePercentagesf Branchesn theLast10 Years

Branches 2023 2022 2021 2020 2019 2014
n n n n n n
EmergencyMedicine 1788 1701 1215 1165 987 640
ForensidMedicine 122 143 101 196 171 77
Family Medicine 1573 1399 1060 1046 1139 482
Anatomy 44 131 56 58 54 20
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Orthopaedicend Traumatology
Plastic, Reconstructive and Aesthetic
Surgery

RadiationOncology

Radiology

MentalHealthandDiseases
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17
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44
583
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1252 772
3 1
458 261
315 158
1894 1496
322 168
665 178
472 204
575 200
113 49
916 554
273 151
618 244
607 259
206 174
8 12
132 44
1870 1617
1302 752
374 179
615 206
732 201
949 196
74 78
575 319
446 134
87 91
1185 271
549 303

700

249
138
1497

199

169

175

196
46

503
135
222
256
169

44
1548
897
172
201
201
180
58
318

137

60
252
291
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541 335
0 2
232 89
133 44
1371 656
158 79
104 67
128 68
155 133
45 20
445 162
124 36
167 84
187 149
168 102
5 2
44 22
1404 616
950 316
157 59
169 125
153 120
162 126
45 10
287 196
95 57
31 8
211 165
290 166
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SportsMedicine 24 16 15 14 11 7

Underwater Medicine and Hyperbaric
20 2 8 13 9

Medicine

Medical Biochemistry 160 159 115 94 69 42
MedicalPharmacology 22 69 66 57 56 22
Medical Genetics 80 61 66 49 34 19
MedicalMicrobiology 88 199 133 112 95 42
Medical Pathology 229 233 164 144 145 76
Urology 388 485 181 170 156 81
TOTAL 21.12 22.20 12.44 12.13 10.89

5.531
8 3 6 0 1

*All data between 2014 and 2023 was used in statistics and evaluations, but data for all years

could not be included in the table because they diditnot

It was found that 9.997 quotas were opened to the emergency medicine branch in TUS in the
last decade, and the quota opened in 1 year was min 545, max 1788. lgetlreperiod
between 20142018, theiotal numbeiof quotas was 31211788 (17.9%)pf thesequotas were

in 2023,1701(17%)in 2022,1215(12.2%)in 2021,1165(11.7%)in 2020,987(9.9%)in 2019,

702 (7%) wereopenedn 2018,656 (6.6%)in 2017,545(5.5%)in 2016,578(5.8%)in 2015,
640(6.4%)in 2014.

It wasdeterminedhattheemergencynedicinebranchaccountedor 8.9%of all quotasopened

in the last 10 years; this rate decreased from 11.6% in 2014 to 8.5% in 2023. A significant,
positive, and high correlation was found between the TUS quotas opened in emergency
medicine and the years in the last decade (p<0.01, rs =0.952).

Table 2 Data on State Service Obligation Courtship Periods and Number of Emergency

Medicine Specialist Assignments

Years Number of Appointed Individuals in DHY Terms

1stTerm 2ndterm 3rdTerm 4thTerm 5thTerm 6thTerm Total
2019 37 39 32 40 52 42 242
2020 22 56 14 85 66 38 281
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2021 27 34 70 60 58 68 317
2022 62 63 80 76 52 66 399
2023 78 69 46 92 65 51 401

In the last 5 years, a total of 16dppointments were made famrU in the DHY Courts, min.

14, max. 92 (1st Quarter 38, 3rd Quarter 68) in 1 peridgking this period, there was a
positive, significant, and moderate correlation between the numBdrlg appointed in 85

114 periods and the periods (p<0.01, a =0.

correlation between the years and the number of appointments (p<0.01, rs =1).

Discussion

In recentyearsthenumberof quotagor emergencynedicineassistantshipsasbeenincreasing
rapidly. Many factors are effective in the branch selection of physicians after the Faculty of
Medicine.In studiesconductedn our country,it hasbeenreportedhatthe preferenceatesand
related scores have decreased in clinics such as neurosurgery, obstetrics and gynaecology,
generaburgeryprthopaedicsandpaediatricsincludingemergencynedicine whichhasahigh

risk and litigation rate, especially after 2013 (5, 6). In the data we obtained in our study, it is
seenthatwhile 3121quotasvereopenedn thefield of emergencynedicinebetweer014and
2018,1640appointmentsveremadebetweer?2019and2023,which is the graduationnterval

for thosewho startedheireducationn theseyears.Theincreasen thenumberof appointments

lags behind the increase in the number of quotas (Figuréhlg. situation suggests that the
guotasopened irthefield of emergencynedicinebetweertheseyears remainedmptyor that

those who started their education in these years left their education unfilled.
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Figure 1 Relationshifbetweernthelncreasdan the Numberof EmergencWedicineTUSQuotas

and the Number of DHY Appointments

In recentyearsthenumberof quotasn thefield of emergencynedicinehasincreasedapidly.

This situationseemdo beoneof the practicesaimedatincreasinghe applicationof the health

system and the capacity of health services. Although the number of quotas in emergency
medicine hasncreased, the decrease in the rate of quotas in other branches in the last decade
may be an indicator of increasing inpatient services, intensive care services, and surgeries.
Observingthe balanceébetweereducatiorandservicein increasinghe numberof residentgor

this capacity increase is extremely important in providing quality emergency services in the
future (#8).

Conclusion

The Emergency Medicine Branch and ATU are extremely important in the execution of
emergency services aethergency health services in our country. Ruthis importance and

the fact that it has been accepted as a separate specialty relatively recently compared to other
branches, the rapid development of emergency medicine has led to a rapid increase in the
number of assistant quotas. It is seen that the previous quota increase rates did not cause an
increasen thenumberof appointmentatthe samerate. It is thoughtthatthis situationmaybe

relatedto emergencylepartmentvorking conditionssecurity,malpractice lawsuitandATU

personarights. It will beseenin thefuture DHY lottery appointmentsvhethera muchhigher
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this problem.
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POST-TRAUMA RENAL INFACT; CASE PRESENTATION

Dilek Atik 1,Habib Ali Yalamal,
¢el i’k Heni ye?

Asl é@éhah
Han-er

Crsraleg dl, @OnurCsalk me t a K

lKaramanoglu MehmetbeyUniversity, Department Of EmergencyMedicine

2Karaman Training and ResearchHospital, Department Of EmergencyMedicine

Althoughthekidneyis the mostfrequentlyinjured organin theurinary systemkidneyinjuries
constitute 15% of all injuries (1,2). 8®0% of kidney traumas occur after blunt abdominal
trauma(3) Acutekidneyinjury following blunttraumais directly proportionalto mortality and
morbidity. (4) A singlecenterretrospectivestudyshowedhatacutekidneyinjury developedn

23.8% of 1033 trauma patients in intensive care. Of these, 10% had to undergo renal
transplantation (5,6). In one study, 9119 adult kidney injuries were examined, 63% of which
occurredrom motorvehicleaccidents14%from falls, 11%from sportsinjuries,and4% from
nonvehiculartraffic accidentg7). We wantedto presenthis casebecauseve think it is agood
example of kidney damage after blunt trauma and the need for detailed examination even

though there are no findings on highergy postrauma examination.
CASE PRESENTATION

An 18-yearold femalepatientwasbroughtto our hospitalby 112 afteratraffic accidentwhile
crossingtheroad.Temperaturen arrival vitals: 36.5A @ulse:80/50mmHgat 100/minGCS:
15

In her first examination, there was a 1*6 cm open wound on the lower lip, an open wound on
the chin, abrasions of various sizes in all 4 extremities, and a fracture in the left Efisve.

was no tenderness on abdominal examination and no defensive rebound was observed. The
patient's laboratory tests were sent. In Biochemistry, Glucose: 139 mg/dL Urea: 28.5 mg/dL
Creatinine:0.92mg/dL,AST: 246 u/L, ALT: 185u/L, Calcium:7.95mg/dL, Total Bilirubin:

0.39 mg/dL, Direct Bilirubin: 0.08ng/dL, Indirect Bilirubin: 0.31 mg/dL, CK: 276 u/L, CK

MB: 217.8 u/L, CRP: 0.2 mg/L, GGT: 15.5 u/L, Sodium: 132 mmol/L, Potassium: 3.49
mmol/L, Chlorine: 107 mmol/L, INR: 1.24,aPTT:21.7 sec,PT : 13 sec.Inthe hemogram,

75




W 3N
& EPAT Fe AAEM | &> i 7 EYiE ¥
‘yi‘;ﬁf‘ﬁ}?ﬂ:ﬁ: @ ‘ 9::5:‘;@:5;“:;:1.5: \U/T\T‘UDER‘“ C*TIKA ;1’ i Jﬁ &
e O SRS N _;‘QA‘;"BJH,;ML 4_','5 7 0/5"’""’ il
- £ _/{ %

WBC:17.21K/uL Hgb:6.9G/DL, HCT: 25%,MCV: 58.7fL, MCH: 16.1PG,RDW-CV: 20.2,

RDW -SD:43.8 fL, PIt:430 K/uL, MPV:8.8L. It cameas.Brain, cervical, thoracic, abdominal

and pelvic CT scans were performed. In the tomography report: A few vgbdged, large
hypodense areas were observed in the right kidney parenchyma and were primarily evaluated
in favor of traumatic infarction. Although the right renal artery has a patent appearance,
segmental and arcuate arteries cannot be evaluated. No significant hemorrhagic density was
seen in the perirenal fatty planes.A bladder catheter was inserted into the patient. Hematuria
was not observed. USG was performed. USG report: Contusion areas seen in the right kidney
ontomographycouldnot bedistinguishedonographicallyNo pathologywasdetectedn other
organsAntibiotics andfluid resuscitatiowereadministeredor traumaticinjuries. The patient

was started on 1 unit of erythrocyte suspensitre patient was consulted to urology, general
surgery, orthopedics, cardiovascular surgery and plastic surgery. He was admitted to the 3rd

stage surgical intensive care unit by the urologist.

Picturel. Computerizedomographyimageof the patient

DISCUSSION-CONCLUSION

In recent yearsconservative approaches have been preferred rather than interventional
treatment approaches in renal trauma (8). In this selection, the patient's hemodynamic status,
renal functions and vascularization status are taken into consideration (9). Our patient was

discharged after 2 days of intensive care follggvand 2 days of followap in the ward.

Renaldamageshouldbe especiallyconsideredn the presenc®f macroscopi@ndmicroscopic

hematuriaabdominalexaminatiorfindings andhypotensiongspeciallyin patientswho have
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experienced higlenergy trauma (8). In our case, the examination was very comfortable, there
was no macroscopic or microscopic hematuria, but there was hypotension. Imaging was our
main tool in making theliagnosisTherefore, we think that C3canning should be performed

in high-energy traumas, even if there are no examination findings.

In acasereportof 2 casegublishedby ZahoorAhmedetal., itis mentionedhatrenovascular
injuries are associated with noenal organs (10). However, in our case, there was no

accompanying organ injury and it was evaluated as isolated renal trauma.

It should be kept in mind that kidney damage may occur in the presence of hypotension,
especially in higkenergy traumas, even if there are no examination findings. The absence of
hematuria, absence of additional organ injury and normalaresdine values do not exclude

kidney damage.
REFERANCES

1. VozianovS, SabadasM, ShulyakA. Experienceof renalarteryembolizationn patients
with  blunt kidney trauma. Cent European J Urol. 2015;68(4)471doi:
10.5173/ceju.2015.491. Epub 2015 Dec 21.

2. Meng MV, Brandes SB, McAninch JW. Renal trauma: indications and techniques for
surgical exploration. World J Ural999; 17: 7177.

3. Singh S, Sookraj K. Kidney Trauma. [Updated 2023 Jul 17]. In: StatPearls [Internet].
Treasure Island (FL): StatPearls Publishing; 2023 -.JarAvailable from:
https:/ivww.ncbi.nlm.nih.gov/books/NBK532896/

4. Al-ThaniH, RamzeeAF, Asim M, EI-MenyarA. Predisposing-actorsand Outcomeof
AcuteKidneyInjury After Blunt TraumaA 10-YearStudy.J SurgRes.2023Apr;284:193203.

5. Brandt MM, Falvo AJ,Rubinfeld IS, Blyden D, Durrani NK, Horst HM. Renal

dysfunction in trauma: Even a little costs a lot. J Trauma. 2007; 621 1362

6. SearM. BagshawCarolGeorgeR.T.Noel Gibney& RinaldoBellomo(2008)A Multi-
CenterEvaluationof Early AcuteKidney Injury in Critically Ill TraumaPatientsRenalFailure,
30:6, 581589,

77



http://www.ncbi.nlm.nih.gov/books/NBK532896/

Fmp’l}rﬂ wwwww

% a N
= =\

%‘EFI‘[ ATUI]ER f
QAAEM | @SATWDR | C+TIKA ¥ 2‘"“ } ¥
ﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁﬁ UDER 4224 7
” 2

Ldla e
7. Voelzke BB, Leddy L. The epidemiology of renal trauma. Transl Androl Urol. 2014

Jun;3(2):143. dot 10.3978/).issn.2223683.2014.04.11. PMID: 26816762; PMCID:
PMC4708168.

8. Erlich T, Kitrey ND. Renal trauma: the current best practice. NaerUrol. 2018 Jul
10;10(10):298303. doi: 10.1177/1756287218785828. PMID: 30186367; PMCID:
PMC6120183.

9. Rossi UG, Cariati M. Blunt renal artery trauma: A therapeutic dilemma. Turk J Urol.
2018 Aug 28;45(3):23236. doi: 10.5152/tud.2018.91145. PMID: 31846422; PMCID:
PMC6469733.

10. Ahmed Z, Nabir S, Ahmed MN, Al Hilli S, Ravikumar V, Momin UZ. Renal Artery
Injury Secondary to Blunt Abdominal Traummd@wo Case Reports. Pol J Radiol. 2016 Nov
28;81:572577.

Wi
4

\
AT ATUDER =
()

NS

W
;



Frerency Phys:

%’}"bii’lﬂ Amﬂi:%\\“s
- | B | 9ALEM | @ATWDR | C:TIKA Y 29 § x
i e T Y o
‘.\: _.i.' % M/ﬁ"‘/ 0/5,.4/\_/ <7
3081

Kn f eBkndokardit D & 8eptik Emboli

FatmaSontay, NurullahP a ', G& k hEssuanan, ¥ z | Bilmt
1 Recep Tayyip Erdojan | niversitesi Tép Fakyg
Rize, T¢rkiye

¥zet
Girick
Septi k embol i, tipik olarak wuzak bir bul aké
damar eéné t éktaryoamb ¢esngrne krteed ebn ro|l duj uenfarktdbem | i di r

sék neden olan klinilOlgablao isekeélkkilfa esd&eknar

ensefal opati, menenji zm, n°bet, bak ajreéese i
viridans, fungal gi bi etkenler su-1l|lanér.

Olgu

57yakénda erkek hasta, ani konukma bozuklI uj
adenokarsi nomu, mal i gn plevr al ef ¢zyon, pne°
geré¢yor . Hasta bilin-Ili, emirlere uyum sajl é
enfeksiyon belirte-leri y¢ksek bulunuyor. Di
her iki serebellar hemisferde ve her iki posterior parietalont opar i et al d¢zey
di f¢zyon kéesétlanmasé g°zlenivyor. Hasta, sep

yateréel de.
Tart €K ma

Enfartklardaha- o MCA sulamaa | a myamP&Asulamaa | aadiedir. Enfarkt,serebritve

apseler izlenebilir. Septik embolik ensefal.
gel i kenl iskelpisliis ensedsad opiadtiad ne (seplsdlsopat hy
Sepsisi | 1 K ki | ensefal opat. di f¢z beyin disfonk
Sonu-

Septik embolik enfarkto | gul ame@é g @r ul BTmanjbgrafi, Di f ¢ 2ZMRb n
Kardiyak Ekografi ve kan k¢l tere kull anél ér .

Anahtar kelimeler: septikemboli,vejetasyonembolik ensefalit
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SepticEmbolism Not CausedBY Infective Endocarditis
FatmaSontay, NurullahP a ', G& k hEssuanan, ¥ z | Bilmt
1 RecepTayyip Er d o Pravarsity Medical Faculty Training and ResearchHospital,

Emergency Department, Rize, T¢rkiye
Abstract

Introduction

Septic embolism is an obstruction of a blood vessel, typically by an infected thrombus that
travels through the bloodstream from a distant infectious source and blocks a blood vessel.
Septic emboli result in two complications the early embolic/ischemic insult due to vascular
occlusion that may lead to infarction and the infectious insult that leads to inflammation and
possible abscess formation. Septic embolism frequently results from infective endocarditis.
Septic embolism comes from infected heart valves, thrombophlebitis, and pulmonary artery
catheter or infected pacemaker wires as many sources. Other causes are pulmonary infection,
pulmonaryarteriovenousnalformationjntravenousiruguseandcyanoticheartdiseaseCases

often presentwith ischemicstroke, fever, toxic encephalopathymeningism,seizure,and
headache. Factors such as s. aureus (most common), s. viridans and fungal are often blamed.
Case

A 57-yearold male patient was admitted to the emergency with sudden speech disorder. The
patient is being treated for lung adenocarcinoma, malignant pleural effusion, pneumonia, and
atrial fibrillation. The patient is conscious, obeys orders, vital signs are stable, and infective
parameters are elevated in laboratory tests. In Diffusion Magnetic Resonance Imaging (MRI),
diffusionrestrictionis observedn theform of multiple foci in bothcerebellahemisphereand

both posterioparietalfrontoparietal levels. Thpatient was admitted to timeurology service

with a preliminary diagnosis of septic embolic enfarct.

Discussion
Septic embolic infarcts mostly fit into the Middle Cerebral Artery( MC#ea. Posterior

Cerebral Artery (PCA) area is rare. Infarction, cerebritis and abscesses are observed. Septic
emboliaremoreproneto bleedingthanembolicinfracts.Septicembolicencephalitishouldbe
distinguishedrom sepsisassociate@ncephalopathyyhich developssecondaryo circulatory
disorders and endotoxins. Sepassociated encephalopathy is characterized by diffuse brain
dysfunction.More much graymatteris affected. Mitochondriatlysfunctionandapoptosisue

to oxidative stress are observed.
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Conclussion

Computedlomography(CT) Angiography Diffusion MRI, cardiacechographybloodculture

are used to confirm the diagnosis.

KeyWords: septicemboli,vegetationembolicencephalitis

GKRKK

Septi k embol i, tipik olarak wuzak bir bul akeé

damaréné tekayan enfekte bir trombg¢gsén nede
neden olur: enfarktg¢gse yol a-abilen vask¢l er
enflamasyonaeo | apseéd | u K uyosla n @ n f e khaganS&pikembolive enfarktaen
s énkdenolanklinik tabloinfektif endokardittif(1). Septikembolinadirg © r dirleanst al e kt &
ancakmortalitesive morbiditesiy ¢ k s &kfaktekalpk a p a k -trénkbbflabitve gpulmoner

arter kateteri veya enfekte kalp pilleri ve
pul moner enfeksiyon, pul moner arteriyoven?©z
siyanoti k kal p hastal ekl areder . Ol gul ar S é |

menenjizmn °© bledak] ril@émezentolur.¢ o] u n $.autedgans € k.yiridans,fungal

gi bi etkenler su-1Ilanér (3).

OLGU

57 yak erkek hast a, ani gel i ken konukma boz
fibrilasyon ve Akcijer Adenokanser tanél ar e
nedeniyle 1iki haftadeéer antibiyotik kullaney
azal mex. Bilinci a- ek, emirlere uyuyor. Tan
nabéz: 65 atéem/dk, oksijen satg¢rasyonuwt %9 6. l
Troponin: 1186 ng/ L. AkciJer grafisinde saj
anjiyografide sajda malign efg¢zyon ve pn° moi
dall aréenda enfarkt g°r ¢l medi . Dif¢zyon MR g°©
iki posterior paryetaf r ont opari yet al d¢zeyl erde multiple
alanl areée izlendi. Bilinen koroner arter has:t

Ejeksiyon Fraksiyonu(EF): %60 normal sol v e n t (LV)ksistblik fonksiyon, Ortalama
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PulmonerAr t er Baséeéncé (PAB): 25 mmHg °1I -¢1 dg. K.
izl enmedi . Kardiyol oj i konsg¢l tasyonu i stendi
hastal ékl aré konsg¢ltasyonunda i se hastaneén
devamé ©°neril di. N°rol oj i konsg¢l tasyonu i st e
n°rol oj i servisine yatekeé uygun g°r¢l deg. H 8
ol made. N°roloji servisinden taburcu edil di

k e KLiBeyinDi f ¢ MMR@ Dr ¢ nt ¢ |saprasadiiataralreultiple enfarktlar

TARTI k MA

Enfartklardaha- o MCA sulamaa | a myamP&Asulamaa | aadiedir. Enfarkt,serebritve
apseler izl enebilir. Septi k emboliler kanam
Septikembolke nsef al i t, dokndotoksmlersekwhkildej u gieleii Kklkeinl is

ensefalopatiden (sepsiss soci at ed encephal opat hiyli kkhyErt
ensefal opat.i di f¢z beyin disfonksiyonu 1ile
Oksidatif strese bajlé mitokondriyal disfonk
SONU¢

Septi k embolik enfarkt ol gul arénda taneéeyeé

Kardiyak Ekografi ve kan k¢gltegreg kullanél ér .
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A History Of Facial Paralysis With A Peripheral Appearance,A Bulbus Infarction

Introduction: Any damagethat may occurin the courseof the facial nervefrom the motor
nucleusin the ponsto the most distal neuromusculajunction may causeperipheralfacial

paralysis clinic.Patientwho experience ischemia in the cortex, internal capsule or brainstem
regionwherethenervenucleuds locatedhaveuppermotorneurondamage.Thefpavedamage

and therefore cannot purse their lips and asymmetry develops in the lips when showing their
teeth.However,theganwrinkle theirforehead,raistheireyebrowsandclosetheireyes.Patients

with lower motorneuron damage cannot ratbeir eyebrows or clostheir eyes in addition to

the disorders mentioned above.

PurposeOur aim in this study is to show that we need to pay attention to additional
neurological findings in patients with peripheral facial paralysis in order to rule out central
pathologiesandthatfacial paralysiswith a peripherabppearanceaydevelopin somecentral

events.

CaseA 46-yearold male patient applied to the emergency department with a complaint of
asymmetry at the corner of the mouth. He has a history of ischemic stroke, hypertension, and
diabetes. Blood pressure measured at the admission to the emergency department. 180/100
mm/Hg, ECG was seen as normal sinus rhythm, neurological examination revealed
consciousness, cooperative orientation, no anisocoria, IR:+/+, speech dysarthria.Ptosis in the
left eye and left nasolabial groove palsy were noted.Swallowing reflex could not be detected

bilaterally. Diffusion MRI detected an acute infarct in the left half of the bulb.

DiscussionTheclinical pictureof peripheralfacial paralysiss that anydamagehat mayocur

in the infranuclear part of the facial nerve after it leaves the motor nucleus in the pons in its

course up to the most distal neuromuscular junction may cause peripheral facial paralysis.In
addition,the 8th and 9th cranial nerves can also occur anywhere after they emerge from their
nucleus in the pons.Swallowing function may be impaired in patients as a result of the

lesion.Withthis casewe declarethatcerebrovasculatiseaseshouldbe consideredn patients

who develop peripheral type facial paralysis with risk factors.
Key words:Bulb,infarct,facialparalysi$Source:

1. Journalof TurkishCerebrovasculddisease200915:3;8385
2. AnkaraUniversity Facultyof MedicineJournal2022;75(2):226230
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Don't forget Fournier's gangrenewhenyou think of sepsis.
Dilek Atik!, Ces ar eddilrKayBAlkSomkayd Kk Rabi a G°ng¢l t ak

1Karamanoglu MehmetbeyUniversity, Department Of EmergencyMedicine

Fournier'sgangrenes a specificform of necrotizingfasciitisthatusuallybeginsin the perianal

region, isaccompanied by thrombosis of the feeding arteries, including the external genital
organsandcausegangren®f theskinandsubcutaneougssue whichmaydevelopsymptoms

of sepsis and multiple organ failure (1). It is seen more frequently in men than in women. Our
aim in this case report is to present Fournier's gangrene among other causes of sepsis in

emergency department admissions and because it is relatively rarely diagnosed.
CASE REPORT

A 73-yearold female patient is brought to the emergency room by 112 teams with complaints
of shortness of breath, cough, fever, phlegm, and decreased eating and drinkidgdfors3

His medicalhistoryincludesHT, a historyof CVO 10 monthsagoandtheresultinginability to

walk, and a known diagnosis AfF. He was admitted to the emergency room 3 days ago and
was considered to have URTI and was discharged. Vitals; Fever: 36.5 Pulse: 122 TA: 90/60
SpO2 Without Oxygen 60 SpO2 With Oxygen 94 Respiratory Rate was 28. In the FM
performedNeurologicalexaminationis Natural,ConsciousQrientedandCooperativeGCSis

15, SS is Natural, OF is Natur&lbdominal examination is Natural, Urogenital examination;
Thereis swelling, rednessabscessandfoul-smellinginfectivetissue,includingahardmuscle

mass with aliameterof approximately 30 cm, starting from tperianal region and extending

to thethigh-kneeregion.In thelaboratorypanel;WBC 15.88K/uL,NEU 14.25K/uL,Crescent

in theUK. 2.06mg/dL ,Ureal24mg/dL,CRP365mg/L,Albumin 26g/L.In Blood Gas,pH was
7.26,pC0O2was31.3mmHg Lactatewas5.90mmol/L. The patienthadswelling,rednessbad
anaerobic odor starting from the perianal region tahigh-knee area, and was considered to
haveSepsidueto FournierGangrenelueto hypothermiahypotensiontachypneaandLactate
positivity(Figure 1). General surgery was consulted and the patient underwent emergency
surgerywounddebridementandadmissiorto the3rd steplCU. Thepatientwhowasfollowed

up in intensive care for 2 days after emergency surgery, died.
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Figurel. Computerizedomographyimageof the patient

DISCUSSION

Although this disease is rare compared to other organ infections, the adverse prognosis
associated with this disease largely depends on the timing of medical care. Delay in treatment
is accompanied by a high lethality of up to 90% due to the development of septic shock and

related complications (2,3).

Patientswith Fournier'sgangrenareurgentlyhospitalizedn asurgicalhospital. The prognosis

of thediseasas seriousandits lethality reache®0%.A retrospectiveohortstudyrevealedhe

following prognostidactorsfor theunfavorableprognosiof Fourniergangrenetissuedamage

beyond the perineum, severe sepsis and/or septic shock, pulse over 90 beats per minute,

elevated leukocyte count.

The basis of treatment for Fourniegangrene is urgent surgical intervention combined with
antibacterial and detoxification therapy. Since it progresses very quickly, late diagnosis

increases mortality.
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ol umsuz prognoz b¢gyeéek ©°1 -¢de teébbi bakémén
septik K ok Ve buna bajl e kompli kasyonl ar én
ol ¢mce¢el Il ¢k ekl i k etmektedir (2, 3).

Fourniergangreni olarastala@acil olarakhastaneyanterneedilir. Ha s t gtogndzeéciddidir
bi
prognostik

ve °ld¢greéegcuygl gkegr %9Retarospektif r kohor't

ol umsuz prognozunun akaj] éeédaki f al
hasiki é@gepgisteiveyaseptikk o #takikade® 0 ¢, @ rn anldéeez , ¥ ¢ k ® sk kzi | i

edilmektedir.

Fournierkangrenitedavisinintemeli,antibakteriyele detoksifikasyortedavisiile birlikte acil

cerrahi m¢dahal edir. ¢ok heéezlé ilerledijind

arteéermaktader .
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Hypertensivecrisis due to pheochromocytoma:A CaseReport

EnesH a md i ,dJiki SarpCeritt, EnesG ¢, I,& z | Bilmt

1 RecepTayyip Er d o Jraversity Medical Faculty Training and ResearchHospital,

Emergency Department, Rize, T¢rkiye
2 EdirneSultanl. Murat StateHospital,Edirne,T ¢ r ki y e

Abstract
Introduction

Pheochromocytomas are rare tumors in the adrenal medulla that derive from the chromaffin
cellsandproducecatecholaminesl hey areanuncommorcauseof hypertensionpalpitations,

and tachycardia, and only 50% of the patients present symptoms compatible with this
pathology. Emergency doctors and clinicians should focus on early diagnosis as delay in

initiating the appropriate treatment can lead to mortality.
CaseReport

Ourcasepresents 58-yearold femalepatientwith apastmedicalhistoryof hypertensiontype

2 diabetes, and coronary artery disease. She was brought to the emergency department for a
severdheadachassociatewvith nauseandtwo episode®f vomitingthatstarted4 hoursbefore
hisarrivalto theemergencyoom.On arrivalto theemergencyoom,hervitals wereasfollows

Blood pressure (BP):210/98 mmHdyeart rate (HR) 135 beats/min, respiratory rate
(RR) 18/ min, t e mporygea tsaturation:98% @n 4oomAal. On physical
examination, the general condition was alert and oriented, and the Neurological examination
and the mental status examination were nori@amputerizedomography ( CT)imaging

showed a 1.5*0.9 cm left adrenal mass.

Discussion
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Catecholaminesecreting tumors are a rare neoplasm, occurring in approximately 0.1 to 1% of
hypertensive patients. Pheochromocytomas are most common in the fourth to fifth decade,

although they can occur at any age. They are equally common in females and males.

Conclusion

Pheochromocytomas are rare neuroendocrine tumors responsible for less than 1% of
hypertensiveasesOnly 50%of individualswill presensymptomsompatiblewith thistumor,
and, in most cases, the symptoms will Iparoxysmal. Surgery is curative for

pheochromocytomas, but lottgrm surveillance is necessary.

Keywords: pheochromocytomagmergencyoom,hypertensiverises.

Introduction

The global prevalence of hypertension (defined as blood pressure higher than 140/90 mmHg)
is high all over the world, and it is responsible for significant cardiovascular morbidity and
mortality. However, 310% is due to secondary hypertension, with a potential cure, so it is

important to consider secondary causes if the clinic and course of the disease suggest it (1).

Pheochromocytoma is a rare neoplasm with an incidencetthillion population/year (2).
This tumor is known for causing hypertension. However, it is an uncommon cause of
hypertension and occurs in less than 1% of hypertensive pafibiggumor derives from the

chromaffin cells of the embryonic neural crest, which produce catecholamines(3).

CaseReport

Ourcasepresenta 58-yearold femalepatientwith apastmedicalhistoryof hypertensiontype

2 diabetes, and coronary artery disease. She was brought to the emergency department for a
severdheadachassociatewvith nauseandtwo episode®f vomitingthatstarted4 hoursbefore

hisarrival attheEmergencyoom.On arrival atthe Emergencyoom, hervitals wereasfollows:

Blood pressure 210/98 mmHgeart rate (HR) 135 beats/min, respiratory rate (RR)18/min,

temperatur® 6 , éxfgénsaturation:98%n roomair. On physicalexaminationthegeneral
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condition is alert and oriented; the neurologic examination was normal, with tachycardia,
tachypnea, ando murmurrubbinggalloping.After the physicalexamination]aboratorytests

were requested, and symptomatic treatment was started. In laboratory tests of the patient,
leukocyte 11.15 x 10/mcl (82% neutrophils, 10% lymphocytes, 8% monocytes), hemoglobin
10,3g/dl, hematocrit32,1g/dl,Computerizedomography( CT) imagingshoweda 1.5*0.9cm

left adrenal mass (Figure 1 ) . Both alpha and beta blockers were initiated to manage
hypertension, prompted by the preliminary diagnosis of pheochromocytoma. The patient was
consulted by the Department of Endocrinology. She was admitted to intensive care with the
initial diagnosis of pheochromocytoma. In the intensive care laboratory, studies revealed an
elevated urinary metanephrines secretion of 724 mcg/24h (normal value under 229 mcg/24h)
and also an elevated urinary normetanephrine of 864 mcg/24h (normal value under 444

mcg/24h). A diagnosis of pheochromocytoma was made. Treatment was guided by

endocrinology and general surgery.

Figurel. CT imagingshoweda 1.5*0.9cm left adrenaimass
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Discussion

Catecholaminesecreting tumors are a rare neoplasm, occurring in approximately 0.1 to 1% of
hypertensive patients (4). The clinical presentation varies, alternating from an adrenal
incidentalomao hypertensiveeriseswith associate@derebrovasculaor cardiaccomplications

(5). Only 4% of adrenal masses incidentally found are known to be pheochromocytomas; the
most common are benign adenomas. The diagnosis of this pathology requires both proofs of

excessive release of catecholamines and anatomical documentation of the tumor (6).

Conclusion

Pheochromocytomas are rare neuroendocrine tumors responsible for less than 1% of
hypertensiveasesOnly 50%of individualswill presensymptomsompatiblewith thistumor,
and,in mostcasesthe symptomswill be paroxysmalClinical presentatiowvariesaccordingto
location and degree of catecholamine secretion and includes the classic triad of headaches,
palpitations, and profuse sweating. The diagnosis of pheochromocytoma requires excessive
release of catecholamines and anatomical documentation of the tumor. Surgery is curative for

pheochromocytomas, but lottgrm surveillance is necessary.
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Cerebral venoussinusthrombosis after spinal anaesthesia

Introduction and Purpose Cerebrakinusveinthrombosidgs arareclinical entity afterspinal
anaesthesia. It often presents with prolonged headache after spinal anaesthesia and
unresponsive to standard treatmeAteptic meningitis, subdural haemorrhage, subarachnoid
haemorrhageserebraherniationandexacerbatiorof pre-existingneurologicaldiseaseshould

be considered in severe headache lasting longer than 7 days after spinal anaesthesia. Report a
23-yearold femalepatientwhounderwenspinalanaesthesianeweekbeforeadmissiorto our
emergency department, presented to the emergency department with headache and numbness

and was finally diagnosed with cerebral sinus thrombosis in our clinic.

Materials and Methods A 23-yearold female patient who gave birth with C/S under spinal
anaesthesia one week ago came to the emergency department with headache 2 days ago, right
hemihypoesthesianeday agoandnewonsetof hemiparesis.Thpatienthascortical diffusion

limitation in the left parietal (picture 1). MR venography was performed due to the possibility

of venous infarction and 0.6 enoxaparin, dexamethasone 4mg was started as treatment. The
patientwasadmittedto theintensivecareunit afterhavingtwo generalisedonic clonic seizures

in the emergency department. Levesiretam loading and maintenance was performed as
2x500mg.MR venography showed partial thrombosis in the CNS and thrombosed appearance
in the left cortical veins.

picturel
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Results and Conclusion Emergency physicians should consider sinus vein thrombosis in
patients with postdural headache that occurs after spinal anaesthesia and does not respond to
standard postdural headache treatment methods.Sinus vein thrombosis is a disease with high
mortality and morbidity if not diagnosed early and treated appropriately. Recent studies have
reported that the mortality rate is betweeri(86 despite treatment.Although sinus vein
thrombosis is a rare disease, it should be considered in patients with severe headache and
papillary oedema who present with epileptic seizures and may potentially be predisposed to
thrombosis. Early diagnosis is important and anticoagulant, thrombolytic, antiepileptic and
etiological treatments should be performA@chong these treatments, anticoagulant therapy is
effective and safe. Close vital folleup and seizure followp should be performed under

intensive care unit if necessary.

Keywords
: Cerebralen, sinusthrombosis spinalanaesthesia
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THE IMPORTANCE OF MRI FOR EARLY DIAGNOSIS OF HEMORRHAGE IN
HEAD TRAUMA

Faruk Aydemirl, S a v@e&- k¥ NMuhammed Ekmekyapar!
Department of EmergencyMedicine, E | a Eeéhi Sekin City Hospital, El a Z&Jr ki y e
Abstract

IntroductionandPurpose Epiduralhnematomas definedastheaccumulatiorof bloodbetween
the dura mater and the skull bones. It is a condition that may require urgent intervention and

can lead to serious morbidity and mortality if left untreated.

MaterialsandMethods:A 67-yearold femalepatientwasadmittedto theemergencyoomdue

to headtraumafollowing dizzinessThepatienthadbeenhit in theleft occipitalregionandhad

pain and edema. On physical examination, she was conscious, Glasgow Coma Scale (GCS):
15, neurologicalkexaminationrwasnormal.CT wasrequestedor the patient.In theCT scan,on

theleft of themidline atthelevel of the posteriorfossatherewasa mass#&piduralhematoma?
measuring 30x20 mm was available. Diffusion MRI (Magnetic Resonance Imaging) was
performed for other cranial pathologies in the patient who had head trauma after dizziness. In
the diffusion MRI, an epidural hematoma was observed. The patient was consulted to a
neurosurgeornlhepatientwhosegenerakonditiondeterioratedndwhoseepiduralhematoma

increased in the control CT scan was taken into emergency surgery.

Results and Conclusion: We saw that MRI is useful to clarify the diagnosis in isodense
hematomas on CT.

Keywords: EpiduralhnematomaheadtraumaMRI
Introduction

Thecollectionof bloodbetweertheduramaterandcranialboness calledepiduralhematoma.
It is a condition that may require urgent intervention and can leadrious morbidity and
mortality if untreated1). Acuteepiduralhematomaseenafterheadtraumaarecasesn which

follow-up andif necessargmergencysurgicalinterventionmay be required.(2,3). It is very
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rareto be seenbeforethe ageof 2 andaftertheageof 60 dueto theduraadheringmoretightly
to the inner tabula (4). In brain CT (computed tomography), they are biconvex, sharply
demarcateth multiple sectionsdevelopingoetweertheinnertabulaanddura,andareusually
hyperdense hemorrhages with homogeneous density, but they can also rarely be seen as
isodens€b,6).In our case anisodenseepiduralhematomavasobservedn the CT scanof the
patientwhowasadmittedto theemergencyoomwith headraumaafterdizzinessThepatient's

diffusion MRI showed a hyperintense epidural hematoma. In this case, we wanted to draw
attention to the importance of MRI in case the diagnosis of isodense epidural hematoma is

missed.
Case

A 67-yearold female patient was admitted to the emergency department due to head trauma
following dizzinessThe patient had been hit in the left occipital region, had pain and edema.
OnphysicalexaminationshewasconsciousGlasgowComaScale(GCS):15,andneurological
examinationvasnormal. The patient'svital signswerearterialblood pressure150/90mmHg,
pulse:92/min,temperature36.5A GfP02:96%. He hadchronicrenalfailure andhypertension

in his medicalhistory.In the patient'sbloodtests,ureawas93 mg/dl, creatinewas6.26 mg/dl,
hemoglobin was 12.7 g/dl, hct was 39%, platelet was 310 10"9/L. CT was requested for the
patient. In the CBcan, on the left of the midline at the level of the posterior fossa there was a
mass&piduralhematomaeasuringd0x20mmwasavailable (Figure-1). Diffusion MRI was
performed for other cranial pathologies in the patient who had head trauma after dizziness. In
thediffusion MRI (MagneticResonancémaging), an epidural hematomaas observed in the
posterior fossa at the level of the cerebellar hemisphere (F2yulidne patient was consulted

to a neurosurgeon. The patient, whose general condition deteriorated and whose epidural

hematoma increased in the control CT scan (Fi@lrevas taken into operation.
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Figure2: Hyperintenseepiduralnematoman diffusion MRI
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Figure 3: Hyperdensepiduralhematoman controlCT
Discussion

Epiduralnematomasyhich occurin 1% of all headtraumasareexaminedn two groups:acute

and late venous epidural hematomas. The bleeding source is 85% arterial. The most common
cause of hematomas is middle meningeal artery injuryT(#g.most accepted etiology to date

is thattemporoparietabonelinearfractureedgesarisefrom tearsoccurringin thepterionregion

attheexit pointof thearteryfrom thebonecanaland/orin its subsequerttrancheg4,6).In CT,

epidural hematomas can be seen as hyperdense, isodense or hypodense depending on the time
of bleeding (7,8). It is said that the formation of an isodense image in CT is related to the
erythrocyte and hemoglobin protein concentration and, to a lesser extent, the iron in the
hemoglobimmolecule(8). Thefactthattheserumhemoglobinvalueis in therangeof 9-11g/dL

may be a reason why the brain has approximately the same density on CT. There are three
possible reasons for this appearance. The first is the absence of fresh blood in the bleeding in
the epidural space, the second is the decrease in shaped elements in the blood due to low
hematocrit, and the third is the mixed blood and cerebrospinal fled®).7In the CT of the

case we present, the epidural hematoma appears isodense and cannot be clearly differentiated
from a mass. In the diffusion MRI, the epidural hematoma is clearly seen as hyperitense.
wanted to emphasize that diffusion MRI can be performed for the differential diagnosis of

epidural hematoma, which is seen as isodense on CT, which is a rare condition.
Conclusion

Hematomas can also be seen as isodemseT, which may cause the diagnosis to be missed
or misdiagnosed. Therefore, we found that in suspicious cases, MRl may be useful to clarify

the diagnosis of these cases.
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TEMPOROMANDIBULAR JOINT REDUCTION-RELATED ACUTE ISCHEMIC
STROKE
MerveA] a - R B Ajpa - K ArdadumaPakkar
! Departmentof EmergencyMedicine, Corum Erol Olcok Trainingand ResearchHospital,
Corum, Turkey
2 Departmenbf EmergencyMedicine,Schoolof Medicine,Hitit University, Corum,Turkey.
Abstract

Temporomandibular joint (TMJ) dislocation is a rare clinical condition in which patients
immediatelyseekmedicalattentiondueto severgpain.Althoughmultiple methodscanbetried

to reducehedislocationthemostcommonlyusedtraditionalmethodis theintraoraltechnique.

Acute ischemic strokdt is a clinical condition that occurs when blood flow drops below a
critical level due to blockage or narrowing of the vessels leading to the brain. In this case, we
will presentheischemiccerebrovasculagventthatdevelopedafterreductionin a patientwith

jaw dislocation.
Case

A 36-yearold malepatientappliedwith complaintsof painin thejaw whenyawning,inability

to closehismouth,andinability to speakyitals werestable X -ray of thepatientwith previously

known ventricular septalefect and right ventricular hypertrophy showed dislocation of the
right TMJ (fig. 1). The dislocated joint of the patient was reduced by the manual traditional
intraoral method by the otolaryngologists. The patient, who returned to the emergency room,
was reexamined du¢o thenewly developed complaints tifssof strengthin theleft arm and

leg andinability to speakIn the physicalexaminationthe motorstrengthin theleft upperand

lower extremities was 3/5 and the patient was dysarthhie.patient's laboratory values were
normal.In thepatient'scomputedomography(CT), therewasa subacutenfarctionatthebasal
ganglia level on the right side. Based on the compatible image (Figure 2), diffusion magnetic

resonancéMR) imaging was planned.Here, an infarct areawas detectedon the right at the
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basalganglialevel (figure 3). While thrombolytictherapywasplannedor the patientwhenthe
patient's complaints completely returned to normal, thrombolytic therapy was abandoned and
anticoagulantherapywasstartedThe patientwasadmittedto theneurologyservicefor follow-

up and treatment.
Conclusion

Our patient developed an ischemic stroke as a resthieahterruption of flow in the carotid

arteryor theseparatiorof thrombusfrom thevesselwall duringthereductionof jaw dislocation.

Keywords: st r ok e, Temporomandeéebul ar Joént Reduc

dislocation

TEMPOROMANDIBULAR JOINT REDUCTION-RELATED ACUTE ISCHEMIC
STROKE

Introduction

The temporomandibular joint (TMJ) is a diarthrodial joint located between the mandibular
condyle and the mandibular fossa of the temporal bone, just in front of the external auditory
canal. TMJdislocation is a rare clinical condition in which patients present to the emergency
departmenguickly dueto severeain[1]. While it canbetraumatic nontraumaticdislocations
canalsooccurfollowing activitiessuchasyawning,chewing,speakingpor laughing.The most
commonly used traditional method for reducing dislocation is the intraoral technique, where
the mandible is grasped between two hands and thumbs at the level of the lower molars, then
the mandible is first pushed down and then backward to relocate AdZe ischemic stroke

is a clinical conditioncausedy a critical reductionin bloodflow to the braindueto occlusion

or narrowingof bloodvessels[3]lschemicstrokeaccountgor 80%of all strokesThrombolytic
therapy or thrombectomy may be administered depending on the time of presentation. In this
casewe will presenta caseof acuteischemiccerebrovascular evefallowing jaw dislocation

reduction.

Findings
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A 36-yearold male patienpresented to the emergency department complaining of pain in the
jaw, inability to close thenouth, and difficulty speaking while yawninghe patient's general
conditionwasgood,andvital signswerestable The patienthada known historyof ventricular
septal defect and right ventricular hypertrophyray revealed a dislocation of the right TMJ
(Figurel). Thedislocatedoint wasmanuallyreducedoy ENT physiciansusingthetraditional
intraoral method, and the patient was sent back to the emergency department. Upon returning
to the emergency department, the patient wasxaenined due to neanset weakness in the
left armandleg anddifficulty speakingPhysicalexaminatiorrevealedmotorweaknes®f 3/5
in the left upper and lowearxtremities, and the patient was considered dysarthric. Vital signs
werestable, andaboratoryvalues werenormal. Computedomography (CT¥ycanof the brain
showed subacute infarction compatible with the basal ganglia on the right side (Figure 2).
Diffusion magnetic resonance imaging (MRI) revealed an infarct area at the level of the basal
ganglia on the right side (Figure 3). Braiack CT angiography showed no acute pathology.
Thrombolytictherapywasplannedor the patient,butdueto completeresolutionof symptoms,
thrombolytictherapywasabandonedandanticoagulantherapywasinitiated. The patientwas

admitted to the neurology service for follay and treatment purposes.

Figure1: RightTemporomandibulajointDislocationX-Rayimage
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Figure 3:Thepatient'scranial magnetiacesonancemage

Conclusion
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In our patient, an acute ischemic stroke occurred as a result of carotid artery occlusion or
thrombus detachment from the vessel wall during temporomandibular joint reduction, a rare
clinical event. Especially in patients at risk for ischemic stroke, alternative reduction methods
may be preferable to manual methods, as temporary interruption of carotid flow may occur

during intraoral reduction.
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Spontaneousor latrogenic EsophageaRupture?

Introduction:

Esophagegberforationis ararepathologicakondition,butits incidencehasincreasedn recent

years due to invasive interventions, and iissially the last pathological condition that comes

to mind when we list the prediagnoses for fatal chest pain with high mortality.
Oesophagedaderforationhasa high morbidity andmortality ratedueto its closerelationto vital
organsmediastinabndpleuralinflammationandinfectionin a shorttime, followed by sepsis.
Althoughit is quiterare,its mortality is betweernl0-20%.Delayin diagnosiss directly related

with mortality. Therefore, diagnosis and treatment planning should be made rapidly in the

emergency department.

Case:

A 40-yearold malepatientwith knownmentalretardatiorandpepticulcerdiseasavasreferred

to our emergency department by 112 teams because of gastric pain, vomiting and minimal
pneumothorax on the right side, worsening of his clinical condition and hypotension.

On admission, blood pressure was 87/55 mmHg, oxygen saturation was 99%, and heart rate
was98. 0On examinationtheabdomemwasrelaxedandlung soundsverefoundto bedecreased

in bilaterallower zones.Laboratoryfindings at presentatiomndprogressiorduring follow-up

are shown in Table 1.

Tablel.
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Complete Blood Count
White Blood Cell : 7100 /ml ——— 5740 /m|
Haemoglobin 13.7 g/dI — > 13.8 g/dI
Platelet: 475,000 /ml — 469,000 /ml
Biochemistry
Blood Urea Nitrogen: 36 mg/dl —— 40 mg/d|

Creatinine 2.66 mg/dl —— > 3.38 mg/dI
Sodium: 131 mmol/I —— 136 mmol/I
Potassium: 5.2 mmol/I —» 5.6 mmoal/l
Amylase 102 u/I —» 290 v/l
ALT: 12 u/I — 61 v/l

AST: 67 u/I —» 98 v/l
Lipase 54 u/I

C reactive protein : 21,2 mg/I

This patient wasdmitted to our emergency department at 04.30 in the morning and his CT
scanwasrepeatecht 07.00duringfollow-up becaus@f increasedachycardiaandtachypnoea.

Tube thoracostomy was applied to the right hemithorax due to increased pneumothorax
especiallyontheright side.(Figurel) Thefluid cominginto thethoracostomyubewasthought

to begastricdilatationfluid. (Figure2) Emergencyendoscopyvasplannedfor the patientwho

was thought to have oesophageal rupture.

Figurel.
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Figure2.

The patient whose hypotension deepened and haemodyrdetecmorated during transfer to
endoscopy was brought back to the emergency department and electively intubated. Cardiac

arrestdevelopedduring intubationand CPR was performedfor 5 minutesin the emergency
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department and response was obtained. The patient who was followed up intubated with
positive inotropic support was admitted to the 3rd level anaesthesia and reanimation intensive

care unit.

Discussion:

Oesophageahjuriesarerarebutfatal. Emergencymanagemens challengingandmortality is
still high. Managements multidisciplinaryandincludesemergencymedicine generakurgery
andthoracicsurgeryanaesthesiatorhinolaryngologygastroenterologgndradiologyclinics.
Treatmenbf oesophageahjury depend®nthecausegxtentof damagendlocalisation(neck,
thorax and abdomen). Whilst oesophageal perforation was previously generally caused by

barogenic or traumatic causes, iatrogenic causes have recently come to the fore.

1 The most common cause is 60% iatrogenic (diagnostic endoscopy, dilatation,
variceal ligation, sclerotherapy, etc.).

1 Apart from iatrogenic causes, the most common cause is spontaneous rupture
(Boerhaave syndrome).

1 Foreign body ingestion, caustic substances, trauma and tumour are other causes of
oesophageal perforation.

1 Perforation®ccurmostfrequentlyin theintrathoracigartof theoesophagué7%),
followed by the cervical part (27%) and least frequently in the intraabdominal part
(19%).

In theanamnesisf our patient,it waslearnedhatnasogastricatheteinsertionwasattempted

in an external centre because vomiting did not respond teewuetiics, but it was difficult
because of the netompliance of the immobile patient with mental retardation and the
procedure failed after several attempts. This situation suggested iatrogenic rupture of the
oesophagus or spontaneous rupture (Boerhaave syndrome) in a patient with a diagnosis of

peptic ulcer.
Keywords:Esophagealupture,spontanjatrogenic
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A patient with left flank pain and renal, splenicand cerebral infarcts: A casereport

KudretSelkit, Er dk @eng 4l dg¢r
DuzceUniversity Facultyof Medicine,Departmenbf Emergencyedicine,Duzce,Turkey
ORCID ID': 0006000234954991

ORCIDID?0000000239789534

INTRODUCTION

Cardioembolic conditions (atrial fibrillation, etc.) and hypercoagulable states are the
mainreasongor thedetectiornof infarctionatvarioussitesin patienty1-3). Pronepatientsmay
be diagnosed with infarcts in multiple localizations (3,4). In this case, the situation becomes
complicated and management becomes difficult. It is especially critical to identify the
underlying cause and to organize treatment accordingly. Since the cause of the infarction is a
thromboembolic phenomenon, a cardiac investigation is necessary (5) (echocardiography,
electrocardiography and holter monitoring to evaluate arrhythmia). Researching for
hypercoagulability should also be considered (researching for antiphospholipid antibodies,

FactorV Leidenmutation,antithrombinlll activity, proteinC, proteinS, homocysteinéevels)

(6).

A 44-yearold woman presented to the emergency department with left flank pain and
was eventually diagnosed with multiple infarcts. In tbése, we presented a patient who
presentedvith a seeminglysimplesymptomandreceivedmultiple embolicdiagnosesogether

after a comprehensive investigation.

Keywords: infarction,hypercoagulabilitycardioembolic

CASE

A 44-yearold womanpresented to the emergency department with left flank pain.
Physicalexaminatiorrevealedho pathologyexceptfor left costovertebraangletendernesdn

heranamnesisshestatedthatshehaddysarthri;andweaknessn herleft arm5 daysago,but
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it resolved spontaneously. The patient had a history of anterior cerebral artery (ACA) and
middle cerebral artery (MCA) infarction 1 year ago, hypertension, hyperlipidemia and missed
abortion.TheMTHFR genewasfoundto beheterozygous theinternalmedicineexamination

1 year ago after the patient presented with similar complaints. Medicationtoseastatin

10 mg perioral (p.o), clopidogrel 75 mg p.o, telmisartan/hydrochlorothiazide 80/12.5 mg.
Hemogram, biochemistry,-@active protein (CRP), prothrombin time (PT), activated partial
thromboplastin time (aPTT) were within normal limits. Electrocardiography revealed no
pathology Diffusion magnetiaesonancémagingshowedwatershedFigure-1) andcerebellar
infarction (Figure2). The patient was consulted to neurology and enoxaparin 0.6 IU 2x1
subcutaneously (s.c) treatment was started. Cordrdstnced abdominal imaging revealed
"4x2 cm capsular infarct area in the left kidney middle pole posterior, 1 cm infarct area in the
right kidneylower pole,andinfarct areain thespleen’{Figure 3). The patientwasconsultedo
urology andgeneralsurgerydepartmentsBoth departmentsecommended continuatiaf the
recommendednticoagulantherapy.Thepatientwasdischargedfteroutpatienfollow-upwas

recommended to the consulted departments.

The patient presented to the emergency department 2 days later, thisriplaining
of tremorin theleft handlastingfor a few minutes He alsocomplainedf weaknessn theleft
foot. Physicalexaminatiorin theemergencylepartmentevealecho pathology No newinfarct
area was detected in the imaging studies. The patient was consulted to neurology and

continuation of the current treatment was recommended.

After 2 days,thepatientpresentedo theneurologyoutpatientlinic for controlandwas
hospitalized in the ward for further investigation and treatment. In the patient's family history,
it waslearnedhatoneof his siblingshadpulmonaryembolismattheageof 40, anotheisibling
had ischemic cerebrovascular disease at the age of 50, and his mother had retinal artery
occlusionattheageof 75. C-ANCA, antidsDNA, antinuclearantibody(ANA), antism,anti
jol, anticardiolipinlg M/lg G, homocysteineproteinC, proteinS, Brucella(RoseBengal)and
tube agglutination, Antithrombin 11l activity, G&3, were sent. All of them were negative.
Transthoracic echocardiography (ECHO) revealed no pathology. Lumbar Ponscion (LP) was
performed. Glucose, albumin, sodium, gram stain and CSF culture were found within normal

limits. During follow-up, the patient complainedof pain and weaknessn the right lower
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extremityandarteriatvenousdopplerultrasoundUSG)imagingwasperformedNo pathology
wasdetectedElectromyographyvasperformedandno pathologywasdetectedDiffusion MR
imaging revealed "diffusion limitation in the left ACA irrigation area". The patient was
consulted to internal medicine for vasculitis and Fabry test was ordered in addition to the
previously ordered tests. The patient was consulted to cardiology for transesophageal
echocardiography. ECHO revealed a thrombus with a diameter of 0.8x0.5 cm in the subaortic
region of the left ventricular outflow tract (LVOT) and warfmadin 5 mg 1x1 treatment was
initiated and he was called to outpatient clinic control for PT (INR) level after 1 month.

CONCLUSION

We presented a patient who presented with a seemingly simple symptom and with
clinical suspicion, good anamnesis and necessary investigations, a potentially fatal diagnosis
wasmadeandearlytreatmentvasinitiated. Whenaninfarctis detectedn a patient,we should
not hesitate for further investigations and maximum attention, assuming that this patient may

have a predisposition to one of the cardioembolic or hypercoagulable conditions.

Figure-1: Watershednfarctondiffusion MR imaging
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Figure-3: Infarctionin bothkidneyson contrastenhance@bdomertomography
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Toxic Hepatitis Due To Amoxicillin -Clavunate

SenaZEYBEK, EKmS AJ L ANV RMEN
ManisaCelal BayarUniversity Schoolof Medicine,EmergencyDepartmentManisa,Turkey

Introduction and Purpose

Theliver is oneof our mainorganghatmetabolizeandeliminatedrugsandvariousexogenous
substanced-orthisreasonliver toxicity is commondueto microbial,natural,industrialtoxins,

drugs and metal§-*

In patientswithjaundice or impaired liver function values that suggest a preliminary diagnosis
of toxic hepatitis, the medications they take, the chemicals they are exposed to at home or at
work, herbal medicines or complementary medicine products should be investigated and

questioned®>

Drug-induced liver damage is a common condition, with an incidence ranging from 1/100 to
1/100,000:This case report emphasizes tmportanceof questioning the medications used in

patients who develop acute hepatitis.

Materials and Methods

The anamnesis of a 4/&arold female patient with a known diagnosis of hypertension,
hyperlipidemia and asthma, who was referred to us from an external center due to high levels
of asthma, hyperlipidemia and bilirubin showed thatwhe admitted to the external center.

The patient used 1 box dlugmentin and a few tablets &ferin, Mucinaxc, Levopront and

Levmont.

The patient's arrival vitals were stable. On physical examination, his general condition was
good, there was widespread tenderness in the abdomen, and there was no defensive rebound.

Therewere minimal rhonchiin lung sounds.In the laboratoryteststaken,ast:1578alt:1134
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alp:241ggt:820U/L tot bil:2.7 anddirbil:1.8mg/dIweredetected.Anthbsagneg,antihbcigm

neg, hbs ag neg, anti hbcig g neg, anti hav ig g neg were detected in the hepatitis serology at

the external center.

Contrastenhanced abdominal tomography performed on the patient revealed no acute
pathology other than situs inversus. The patient was consulted to the gastroenterology
department with the preliminary diagnosis of dinduced toxic hepatitis. Nac infusion was
started to the patient, and hydration and analgesia were proVigegatient was admitted to

the gastroenterology service with the preliminary diagnosis ofididigced toxic hepatitis.

Resultsand Conclusion

Anamnesisandphysical examinatioareof greatimportancan patientswith high LFT.

In our country, AmoxicillinClavunateis prescribed quite frequently, especially for upper
respiratory tract infections. The patient's chronic diseases and recent medications should be

questioned?3®

Key Words: Toxic hepatitis, amoxicillin-clavunate, druginduced liver injury, elevated

liver function tests.
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The underlying rare causeidentified in an infant presentingwith trauma,
Short Title: Stroke Or Trauma
MustafaDeveci,EkKimS A J L AGM R ME MuhammedK k kalk MA Z

ManisaCelal BayarUniversity Schoolof Medicine,EmergencyDepartmentManisa,Turkey

Introduction

Cerebrovascular stroke is an emergency condition caused by a decrease in blood flow to the

brain due to various reasons.

Stroke is one of the most common caafdeath in the world and more importantly, it is the

most important cause of disability (1).

It canpresentwith symptomssuchas facial asymmetryand arm weaknessdizzinessand a

sensation of weakness.

Cardiovasculaanomaliesinfections,andgeneticthromboticdisordersareamongthe primary

causes of ischemic strokes in children. (2,3).

Case

An 18-monthold malepatientwas broughto ouremergency departmedueto falling out of

bed. He was favoring his left side after the fall. No signs of trauma were detected.

Patient's Glasgow was 15 and he can communicate freely. Although he can sit on his will, he

cannot walk because of his weakness.

Left lower and upper extremities have 3/5 strength, and there is reduced deep tendon reflex

(DTR) activity, babinski and hoffman positivity on the left side.

After the CT Scanruled outthebleeding patientsDiffusion MR resultshowedusinfarctionin

the corpus callosum
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Patient was started on Clexane and Epixx for acute cerebral ischemia. Echocardiography was

performed for etiological assessment, and resulted normal.

The patientdblood tests exhibited low Factor 8 and 9 levels, and the genetic panel revealed

heterozygous mutations about thrombotic diseases.

At the follow-up appointment two months later, it was observed that the patient's neurological

symptoms had fully resolved.

Discussion

Acuteischemicstrokeis becominganincreasinglyseriouscauseof mortality andmorbidity in

children, with its frequency on the rise (4).

Patientavith symptomssuchasseizurepnilateralweaknessanddifficulty speakingye should
considerstrokeasinitial diagnosis It is crucialto obtainabrainCT scanto confirmthatiti s n 0 t
bleeding (5).

If ischemic stroke is suspected in the patient, the diagnosis should be clarified by a Diffusion

WeightedMRI, andthe patientshouldbebroughtinto the safetycircle with the ABC protocol.

Childrenoftenpresento uswith traumaandposttraumaticsequelaéWhile thepatient'shistory

may guide us towards trauma, cerebral infarction should be considered.
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Hemoptizinin Nadir Bir Sebebi:Aor t ab o sk i¢c & |
B¢ ny aOmurkha r maAbiiag MusaK a p,dMehmetA | t u',¥tz & Bilmt
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Girick

Hemoptizininnadirbir nedeniblarakg ° r @loe i a bf ri coldegmataliteilei |1 i odulp,i | i
erken tané ve cerrahi mAgodum mteapuémorgreadeeybruiaorte n b i
anevr i nadmgs®érnéelde moytaliteve morbiditeyenederolanbir komplikasyonudur.

Olgu

66 yakénda er kek bhawksltayaymrven aauw baindajeé ke
Ki kayetiyle acil servise bakvurdu. Hemopti z
torakoabdomi nal aorta vV e pul moner arter b
g°r ¢nt ¢ | Stanéoidip A disekdigonuy © r (A ydr¢e®rakalaortavesol¢ sbtr on ki al
arter arasénda fistg¢gl ge-ikKi saptandeé.
Tart €k ma

Aor t operasyonu °yk¢s¢ ol an hastalarda bir -
meydana gel ebil mektedirnaBur kgfplki kasyseblead
aortabronki al fistel der. Bu fiste¢gller senko
vermektedir. Ayréca miyokard enfarktg¢se, k al
neden olabilirler

Sonu-

Sonwl-arak ge-iril mik aort oper aseyramaebunan (Je -
bajl e olarak geliken aortabronki al fistel,
edi |l medi i takdirde °1l ¢mle sonu-|lanabil en na

Anahtar Kelimeler: Ao r t a bfr iosherdolatizip s ®° doanevri zma
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1 RecepTayyip Er d o Dravarsity Medical Faculty Training and ResearchHospital,
Emergency Department, Rize, T¢rkiye

ABSTRACT
Kntroduction

Aortobronchialffistula, whichis ararecauseof hemoptysisis associatedavith seriousmortality
and requires early diagnosis and surgictdrvention. Intrapulmonary adhesion of en@tais

a rare complication of aortic aneurysm that causes serious mortality and morbidity.
Case

A 66-yearold male patient was admitted to the emergency department with the complaint of

hemoptysis, which started within half an hour and amounted to the size of 1 glass of water.
Stanford type A dissection was observed in thoracoabdominal aorta and pulmonary artery
computed tomography angiography (CTA) imaging performed on the patient to elucidate the
causeof hemoptysisAdditionally, afistulawasdetectedetweerthethoracicaortaandtheleft

upper bronchial artery.
Discusion

Many anatomicabndphysiologicalcomplicationsnayoccurin patientswith ahistoryof aortic
surgery. One of the rare causes of these complications is aortobronchial fistula. These fistulas
present with symptoms such as syncope, angina, and hemoptysis. They can also cause

myocardial infarction, cardiac arrhythmias, heart failure and sudden death.
Conclusion

As a result, false aneurysm, which is a late complication of previous aortic surgery, and the
resultingaortabronchialfistula, is a rarecomplicationthatrequiresearly diagnosisandurgent

surgical treatment and can result in death if left untreated.

Keywords: aortabronchiafistula, hemoptysispseudoaneurysm
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Hemoptizisolunumsistemih a s t a | eriayaa & lKcearmbak hedleni@ib@p un mas é
gereken ©°neml. bir semptomdlem|] eHé maptaisZinmian

enf eks { boabhraareind Imghmn,b r o n kK @ s t kkamik gbstruktifa k ci | er

hastal é]jé& (KOAH) ve malignite sayeéel maktadeér
g el ixonli keideens énkdert ¢ b e r ki;Hemoptitinin- oradirg © r bir sebebi

de aortabronki al fistel der. Bu durum il e
ge°r¢é¢l ebil mektedir. Aortabronki al fistel:; ao.

mi koti k anevrizmal ara veya daha ©°ncesinde ge
ol arak ol wrkiolbritlume kitnegdiarpul moner adezyonu, aol

ciddi mortalite ve morbiditeye neden olan bir komplikasyontidBu vakada hemoptizi ile

gel en hastada nadir bir hemopti zi nedeni ol
aortabronkial fistg¢lizasyon gelikmesi anl até
Olgu

66 yakénda erkek hasta yarém saat i -1 nde
hemopti zi Ki kayetiyle acil servise bakvurdu

bilateralbazallerd&k a b a | dinrdemeékieheriki hemitoraksolunumee Kk at & pesdfsrio r
n ab éaz-lealerk b & trabat,defansvereboundyok. Kanb a s @50/60eam/Hg,n a 96 z
at é na/tde&Rsantigraderecepksijens at ¢ r adalyaownmai9d5oldrak® | - ¢ 1 m¢ kKt ¢r

¥zge-mi kinde kalp kapak repl asmané, asendar
Met oprol ol , asetilsalisilik asit, varfarin Kk

Hemopti zi nedeni ni aydénl atmak adéna has
pul moner arter bil gisayarl & tomogr af.i anjiy.

diseksiyonug © r (A ydr ¢ @rakalaortavesol¢ sbtr o nakeraarla sféingltag diakpit and e .
Fist¢gle bajl é hemopti zi de¢kenegl erek kalp dan

tar afyonj hamkeantuggung ° r hlaesrtilkhkg ga¢ rtakipsonwvaas & abr onki

fistg¢l nedeniyle cerrahiye al éndéeé. Operasyo
dal énén -ékékx noktaséndan itibaren anevrizm
aortadaki ps®doanevrizmaya yapékék ol duju g
replasmané yapeélde ve i kKlem bakareée il e sonl a
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Postoperatif s¢re-te yojun bakéeéem ¢nitesi

kompli kasyonl a karkél akéel mayan hasta «kxifa il

k e KLiBIT Anjiografi aksiyal(A) ve koronal(B) kesitlerindedesendamortasubklavyerarter
dal énén -ekéx noktaséndan itibaren anevri

ps®°doanevrizmaya yapékek
Tart €k ma

Aort operasyond y k glanpastalardd i r anatdmikvefizyolojik komplikasyonlar

meydana gel ebil mektedir. Bu kompli kasyonl ar
aortabronki al fistel der. Bu fiste¢ller senko
ver mektedir. Ayréca miyokard enfarktg¢syé, k al

neden olabilirlet,
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Sunul an vakada hastaya aort anevri zmasé
uygul anmék ve ge- d°nem komplikasyonu ol ar &

d¢ Keéne lAwgkttaghrr.onki al fistedgdert getedPareimdien |
infl amatuar cevaba sekonder dokul ar araseéend

gelebilmektedit.

Aor t il e bronki al arter arasénda fist ¢l
ol abil mektedir. Vakamézda ise ge¢nl ¢k prati ki

meydana gel mi ktir.

Aortabronki al fistg¢l tanéseé akcijer gr a
tomogr af i (BT) vV e magnet ik rezonans geor ¢
konulabilmektedrAnevri zmanén erken tanémlanmasénda i
ol mayan met od Sk cG¢jndre k g rpafaitsiikdier aci | ser vi
noninvazivy ° nt e mbir amesiBeThA 6 MR isev a s ky¢d peeely a mudokuk r as énd a

m¢ ke mme | kontrast sajlad@éjé i-in tané ama-1¢&
Anatomi k olarak -éeékan aortta geliken ane
kurabil mektedir. Bunun sonucunda desendan ac

veyahematomp r o nakdar-aelvr g a y 8 EBuly ¢ & et neplgularbizlerehemoptizi
semptomuyl a gelebil mektedir. Tané konul dukt a
StanfordtipAdi seksi yonu tek bakéna bile bakl é baké

bukomplikasyonleb i r | e unbrialjten n dl@ada- okr g € & t e r nbtakfordipd i r .

Adi seksiyonuna ekKkli k eden hemoptizilerin pro
edilen yaklakék 15 vakadan sadecVaWkam@ameser
sonrasé tam iyilik hal:i il e taburcu ol muktur
Sonu-

Sonu- ol arak ge-iril mik aort operasyonunu
ve buna bajlé olarak geliken aor t gdrektioen ki al 1
tedavie d i | ntakdirdef | ¢ smb B U - | aadiably KompdikasyondurDaha® n tomasik
aortada operasyon °yke¢gse ol up, hemopti zi Ki k
kitle saptanan ol gul arda aortabronki al fistyg¢
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ABDOMINAL AORTIC ANEURYSM RUPTURE, A RARE OBSERVATION IN A
PATIENT WHO ADMITTED TO THE EMERGENCY DEPARTMENT WITH RIGHT
SIDE PAIN.
FundaElumar
University of Health Sciences, Bursa Yuksek Ihtisas Training and Research Hospital,
Department of Emergency Medicine, Bursa [ Tg¢r
ABSTRACT

Aneurysmis definedasfocal dilatationwith anincreasef atleast50%in thenormaldiameter
of theartery.Accordingly,theabdominalaortamustbeat least3 cmin size.Abdominalaortic

aneurysm is a relatively common, lifiereatening condition.

Thenormaldiameterof theinfrarenalaortais 1.5cmin womenandl.7 cmin menaftertheage
of 50. The limit considered to be an abdominal aortic aneurysm is an infrarenal diameter of 3

cm or more, even if asymptomatic. 90% of abdominal aortic aneurysms are infrarenal.

In our casethepatientwho presentedvith right flank painradiatingto thelegandhadaknown
bladderstone wasdiagnosedvith anabdominakorticaneurysnruptureat theinfrarenallevel

as a result of CT evaluation. In our case, all peripheral pulses of the patient were palpable. In
our case althoughthe patienthadrenalcolic, contrastenhancedvhole abdominatomography

was requested because the pain was radiating to the leg and the patient was hypaseasive.
resultof CT, aneurysmatidilatationof 10 cmin diametemwasnotedin the patient'sabdominal

aorta at the infrarenal level. A retroperitoneal hematoma, measuring 18*10 cm at its widest
point,wasobservedadjacento theabdominakorta.lt wasconsideregecondaryo abdominal

aortic aneurysm rupture. It is presented to keep in mind mortal diagnoses such as abdominal
aorticaneurysnrupturein patientsvho areknownto havea historyof renalcolic andcometo

the emergency department with the complaint of side pain.

Key words:emergencylepartmentflank pain,aorticaneurysnrupture
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INTRODUCTION AND PURPOSE

Abdominal aortic aneurysm (AAA) is the expansion of the aorta at the subdiaphragmatic
levelto 1.5timesits normaldiameterTheincidenceratein thewhole populationis betweers-
5%. The incidence rate increases in direct proportion to age, 5% over the age of 65; It occurs
with a frequency of 9% in people over the age of 75. It is 5 times more common in men than
women. Detection of a pulsatile mass during physical examination along with abdominal pain
should raise suspicion of AAA and rupture. It has been reported that the risk of rupture in

abdominal aortic aneurysm is related to the diameter of the aneurysm.

Since the natural course of an aneurysm is progressive growth and eventually rupture, the
diagnosisshouldbe madeassoonaspossible Contrastenhancedhoracoabdominatomputed
tomographyis a frequentlyusedmethodin diagnosigecently.Detectionof arupturedAAA is

a life-threatening clinical situation that requires urgent intervention.

Abdominal aortic aneurysm is caused by degeneration in the media layer of the arterial wall,
which causes slow and continuous dilatation of the lumen of the vessel. It is the result of
insufficiency of the main structural proteins of the aorta (collagen, elastin). The factors that
cause this condition to occur are unknown. However, there is a genetic predisposition.
Degeneration ultimately results in widening of the vascular lumen and loss of structural

integrity.

The biggest risk factors f@bdominal aortic aneurysm rupture are being over 65 years of
age, male, and having peripheral atherosclerotic vascular disease. Chronic obstructive
pulmonary disease, previous aneurysm repair or the presence of a peripheral aneurysm,

coronary artery disease, and hypertension are other accepted risk factors.

The prognosis is not good for patients with ruptured AAA before hospitalization. More than
50% of casexannotreachthe emergencylepartmentSurvivaldecreaseby 1% everyminute

in these cases.
CASE REPORT:

A 73-yearold malepatientcameto theemergencylepartmenivith acomplaintof sudderonset
of side pain radiating into his right leg. GCS:15. He was oriented and coopevaiaeigns
werestable. In thehysical examination, there was defenseor rebound in th@bdomen. He

hadright sidepain.Ekg: wasin sinusrhythm.Hedid notdescribedysuria.Therewasaprevious
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historyof renalcolic. All of the patient'spulsesweretakenbilaterally.He hadaknown history
of hypertension, benign prostatic hypertrophy, and upper gastrointestinal tract bleeding. Since
the patient remained hypotensive during foHop; contrasenhanced abdominal Gihaging

was performed.

In abdominal CTimaging;Aneurysmatic dilatation with a diameter of 10 cm was noted in the

abdominal aorta at the infrarenal level. The active lumen diameter reaches 4 cm at its widest
point. A retroperitoneal hematoma, measuring 18*10 cm at its widest point, was observed
adjacent to the abdominal aorta. Additionally, a 16 mm diameter stone was observed in the

posterior part of the bladder in the left half.

The patient was consulted with cardiovascular surgery with the diagnosis of abdominal aortic

aneurysm rupture, and was admitted to the cardiovascular surgery intensive care unit for the

operation.

130




SE PAT

e

& ATUDER

C-TiKA ¥ 99

DISCUSSION

Abdominal aorticaneurysms may present with different signs and symptoms that wtineic

diagnoses; Syncope, flank, back or abdominal pain, gastrointestinal bleeding from
aortoduodenal fistula, limb ischemia due to embolization of thrombus in the aneurysm, shock
or sudderdeathmay occur.Sudderdeathis mostoftencausedy intraperitoneatuptureof the
aneurysm. Syncope that develops after severe abdominal pain and back pain without any

warning symptoms suggests visceral or abdominal aortic aneurysm rupture.

Differential diagnosiof abdominaborticaneurysmncludesthecause®f syncopeabdominal

pain, chest pain, back pain and shock. Cardiac, abdominal and retroperitoneal diseases,
including renal, hepatobiliary and pancreatic diseases, should also be considered in the
differential diagnosis. Unfortunately, some patients may be discharged from the emergency

department with benign diagnoses such as musculoskeletal back pain or enteritis.

Abdominal aortic aneurysms rarely present as chronic rupture. Retroperitoneal rupture may
cause sufficient fibrosis to limit blood loss. The inflammatory response often causes long

standing pain. Despite this serious pathology, the patient can appear remarkably well.

In our case, the patient presented with side pain and had a history of kidney Alttioegh
he couldhavebeendischargedrom the emergencylepartmentonsideringenalcolic, hewas
diagnosed with abdominal aortic aneurysm rupture due to clinical suspicion and was

hospitalized to the cardiovascular surgery department.
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Laboratory tests are not helpful in diagnosika®A. However, it is important to perform a

complete blood count to determine the need for transfusion due to bleeding. Liver and kidney

function tests may be performed to detect organ ischemia.

Plain radiographs, USG and CT angiography and magnetic resonance (MR) imaging are
imagingtechniquedor thediagnosiof AAA. Ballooningof theaorticwalls canbedetectedn
patients with severe calcific plagues on standing plain abdominal radiographs and lateral
radiographsUSGhas90%sensitivityin detectinganeurysmit is adisadvantagéhatadequate
images cannot be obtained with USG due to retroperitoneal bleeding and intestinal gas.
Anatomical details of the aneurysm and retroperitoneal bleeding can be detected with CT
angiography. In our case, since he remained hypotensive during the emergency department
follow-up, CTangiography was performed with the preliminary diagnosis of aortic dissection
andAAA, and abdominal aortic aneurysm and retroperitoneal bleeding were detected. In our
case, since he remained hypotensive during the emergency departmentufpll@ir
angiography was performed with the preliminary diagnosis of aortic dissection and AAA,
abdominal aortic aneurysm and retroperitoneal bleeding were detected.

AAAs might become fatal in a short time if the diagnosis is missed. Especially in patients
presentingvith atypicalsymptomscglinical suspicionandimagingmethodsecomamportant
in emergency departments to make a rapid diagnosis and guide treatment.

SOURCE:
1) Hal ece ;| , Y ¢ ks el AVCanbaiziSs Bupar H. ErSergenCyksyrgical
treatment of a ruptured abdominal aortic aneurysm:-gedd experience in diagnosis
and treatment Turk Gogus Kalp Dama 2014;22(3):564669 doi:
10.5606/tgkdc.dergisi.2014.9172
2) Ar sl an G, Karakuk A, Kuvandeéek G, Fansa

Anevri zmasé. MK Té p-2Ddoir 1§.017944/mRuid13993921 0 ( 3 6 )
3) PrinceA, JohnsorG.An e v r i z maTintindllaAzilt Taél pé, k . 9B °© | B;an0R&EO, ,
415420
4) AkdurO,Y é | dA& Afacam GAor t Di s e kKAsniewan lzanra&cév é gCand e
Temel Bakvuru Kitahe 2016, bl ¢m 15: 487
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TRAUMATIC PARAPLEGIA AFTER WORK ACCIDENT

YasinU] u, Celal Deniz, Muhammed Ekmekyapar?!

Department of EmergencyMedicine, E | a Eeéhj Sekin City Hospita, E| a 7 &jr ki y e

Abstract

Introduction and Purpose: Despiteall the precautionandtechnologicablevelopmentsaken
today, individuals are exposed to trauma dueai@ous reasons. Trauma is the most common
cause of death, especially in children and young people (between the agédd)ofPbst
traumaticthoracicvertebraracturesarelesscommonthanfracturesin otherpartsof the spine.
This maybeattributedto thefactthatthoracicvertebraearemoreresistanto trauma.Thoracic
vertebra fractures are generally associated with-@igdrgy trauma such as traffic accidents

and falls from height.

Materials and Methods: A 32-yearold male patient walsrought to the emergency room by
ambulancevith complaintsof chestpainandinability to feel hislegsafteraconcretanixerfell

on him. In the neurological examination of the patient, the patient was paraplegic. Computed
braintomography revealedisplaced fracturand pneumocephalis the left occipital region.

A C1 vertebra fracture was detected on cervical vertebra tomography. Thorax and thoracic
vertebraomographyevealeda T4 compressioffracture,displacedib fracturesontheleft, and
minimal pneumothorax on the left. After the Thoracolumbar Injury and Severity Scoring
(TLICS) decisionwasmade the patient'sspinalcord wasdecompressely performingT2-T3

total laminectomy.

Results and Conclusion:Thoracic vertebra fractures generally occur as a result of high
intensitytrauma.Theapproachs madeaccordingio theanatomyof thefracture thedamaget

causes to the surrounding tissues, and the results of the nerve sensory examination. In these
patients, early intervention and decompression due to nerve damage are important for the

patient's recovery in the future.
Keywords: Paraplegiatrauma,work accident

l ntroduct @on
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Despite all the precautions and technological developments taken today, individuals are
exposedo traumadueto variousreasonsAs aresult,life longpermanentisabilitiesanddeaths
mayoccur.Traumais themostcommoncauseof death especiallyin childrenandyoungpeople
(betweertheagesof 1-44) (1). Posttraumaticthoracicvertebraracturesarelesscommonthan
fractures in other parts of the spine. This may be attributed to the fact that thoracic vertebrae
aremoreresistanto trauma(2). Thoracicvertebrafracturesaregenerallyassociateavith high-
energytraumasuchastraffic accidentsandfalls from height.It hasbeenobservedhatthoracic

region fractures, although less frequent, are associated with more neurological injuries. There
are more neurological injuries in thoracic vertebra fractures due to reason ssuch as the
narrowness of the spinal canal in the thoracic region, the shorter distance between the spinal

cord and bone parts, and the more limited blood flow of the spinal cord in this region (3).
Case

A 32-yearold malepatientwasbroughtto the emergencyoomby ambulancevith complaints

of chest pain and inability to feel his legs after aconcrete mixer fell on him. The patient does
nothaveanydiseaseThe patient'svital signswerearterialbloodpressuréd 72/78mmHg,pulse
97/min,t emper ature 36.7 AC, and oxygen saturat.
sugarwas134mg/dl. Thepatientwasagitatedandhis generalkconditionwasmoderateo poor,

with a Glasgow coma scale (GCS) of 14. During head and neck examination, there was a skin
andsubcutaneouscisionapproximatelylx6 cmin sizein theleft occipitalregion. Therewas
sensitivity at the CIC2 vertebra in the cervical examination performed with a neck collar on.
Pupillary isochoric, direct and indirect light reflexes +/+. Eye movements were normal and
there was no facial asymmetry. There was bilateral lower extremity pain and temperature
sensory loss. Upper extremity motor examination bilateral 5/5. Bilateral Upper extremity
sensory examination 5/5. Bilateral lower extremity motor examination 1/5, Bilateral lower
extremity sensory examination 2/5. There was bilateral lower extremity pain and temperature
sensory lossTotal sensory and motor loss was detected below both breast levels. Urinary and
fecalincontinencevasnotobservedTherewasseveresensitivityatthethoracicT4 level. There

was tenderness at the level of thes5rib of the right hemithorax. By auscultation, bilateral

lung sounds were equal. The abdomen was comfortable, there wassitvity, no defense,

and no rebound. Peripheral pulses were equal and full. The patient was immediately

administeredlV isotonic and analgesictreatmentand antibiotics. Tetathnosisvaccinewas
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given. In radiological imaging, displaced fracture and pneumocephalus were observed in the
left occipital region on computerized brain tomography. (FigoreC1 vertebra fracture was
detectedn cervicalvertebraomographyFigure-2). Thoraxandthoracicvertebraomography
revealed a T4 compression fracture, displaced rib fractures on the right, and minimal
pneumothorax on the right (Figu8. No acute traumatic pathology was observed on
abdominal tomography. In thoracic vertebra MRI imaging, height losses in favor of multiple
compressioffracturesvereobservedn theT3,T4,T5,T6, T7, T8 vertebralbodiesIn addition,
extension towards the spinal canal in the posterior element of the vertebral body due to
compressiomttheT3-4 level,andanteriorcompressiomf thethecalsacandspinalcordatthis
levelweredetectedFigure4). Thepatientwasadmittedo theintensivecareunit with aloading
treatment of 1000 mg of methylprednisolone administered over 2 hours. After the
Thoracolumbatnjury andSeverityScoring(TLICS) (Table 1) decisiorwasmade the patient's

spinal cord was decompressed by performingT82total laminectomy. The patient, who
received treatment for a long time after intensive care foellps, was discharged as a
paraplegic with physical therapy recommendations. During fellpwexaminations, it was

observed that the patient's lower extremity motor power returned to level 3/5.
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Figure-4: ThoracicMRI of medullaspinalisincision

Tablo-1: ThoraceLumbarlnjury ClassificatiorandSeverityScore(TLICS)

Thoraco-Lumbar Injury Classificationand Severity Score(TLICS)

1 | Morphology -Compression 1 -Radiographs
Immediatestability -Burst 2 -CT
-Translation/Rotation 3
-Distraction 4
2 | Integrity of PLC* -Intact 0 -MRI
Long termstability -Suspected 2
-Injured 3
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3 | Neurological status -Intact -Physicalexamination
-Nerveroot
-Completecord

-Incompletecord

-Caudaequina

Predicts -Needfor Surgery -Nonsurgical
4 -Sur g elwiced s

>4 | -Surgical

Déscusseéeon

In 1980, with the use of computerized tomography (CT) in thoracic vertebra fractures, Denis
divided the spine into three columns. Denis classification is based on the theory of three
columns: anterior, middle and posterior column @&gcording to this classification, injuries

were observed in both the anterior and posterior columns in our patient. The Thoracolumbar
Injury andSeverityScore(TLICS) classificatiorwasdefinedby Vaccaroetal. in 2005.1n this
classification;Scoring is done by taking into account the morphological characteristics of the
fracture, thantegrity ofthe posteriodigaments and theeurological status dhe patient.This
scoregivesusthe severityof theinjury andtreatmenis plannedaccordingly(5). Accordingto

this scoring, our patient had a compression fracture, suspected injury to the posterior
ligamentous complex integrity, and complete spinal cord damage, so the surgical option was
deemed appropriate for our patient. In the treatment of thoracic fractures, in cases where
instability is detected; Anterior, posterior or combined surgical interventions are performed.
The aims of the applied surgical treatment are; These can be listed as providing neural
decompression, restoring spinal ligament, ensuring fusion in the area of the fracture, and
preventing deformity that may developthre future (6) Today, most cases of thoracic trauma

are successfully treated with posterior approaches, without the need for anterior intervention.
Developments in posterior approaches have made many anterior approaches used in the past
unnecessary. Especially with the developments in deformity surgery, decompression,
stabilization and fusion, which could only be achieved with the anterior approach in the past,
can also be easily achieved from the posterior (7). In our patient, the spinal cord was

decompressed by performing-T3 total laminectomy with a posterior approach.

Conclusion
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As aresult,thoracicvertebrafracturesgenerallyoccurasaresultof hightintensitytrauma.The
approach is made according to the anatomy of the fracture, the damage it causes to the
surrounding tissues, and thesults of thenevresensory examination. Depending on tiexre

damage, early intervention and decompression is important for the patient's recovery in the

future.
References

1. Bouilion B, Heugebauer E, Rixen D, Lefering R, Troidl H. Trauma Score Systems:
Colongevalidation study. J Trauma 1997;42(4):-852

22Ert ¢grer E, Tezer M, Ozt ¢rk |, Kuzgun U: Ev
injuries in adultsActa Orthop Traumatol Turc 39(5):38B0, 2005

3. CookE, BoothA, ColemanrkE, ScantlebunA, McDaid C, Hewitt C, CorbachdB, RangarA,
Adamson J, Ranganathan A, Khan A, Ahuja S, Turner E, May P, Hilton C, Torgerson DJ:
Pragmatic randomised evaluation of stable thoracolumbar fracture treatment outcomes
(PRESTO): Study protocol for a randomised controlled feasebility trial combined with a
gualitative study and survey. Pilot Feasibility Stud 6:38, 2020

4. Denis F: The three columnspine and its significance in the classification of acute
thoracolumbar spinal injuries. Spine (PhilaPa 1976) 8(8)&&7 1983

5. Vaccaro AR, Lehman RA Jr, Hurlbert RAnderson PA, Harris M, Hedlund R, Harrop J,
Dvorak M,Wood K, Fehlings MG, Fisher Ceiller SC,Anderson DG, Bono CM, Stock GH,
BrownAK, Kuklo T, Oner FCA new classification of thoracolumbar injuries: thgortance
of injury morphologytheintegrity of the posteriodigamentousomplex,andneurologicstatus.
Spine (PhilaPa 1976) 30(25):232833, 2005

6. Ghobrial GM, Maulucci CM, Harrop JS: Evaluation, classification, andtreatment of
thoracolumbaspineinjuries.Winn HR (ed), YoumansandWinn NeurologicalSurgery cilt 3,
yedinci baskeé, Phil a-8549 phi a: El sevier, 2017

7. Kwan K, Cheung KMC: Anterior thoracic instrumentation. Winn HR (ed), Youmans and
Winn Neurological Surgery, Philadelphia: Elsevier, 2017: 28680

138




<

EPAT

Fmerency Physcl

S Physicians
Associatien of Turkss

4430

Or b éu@imycosis

CemilYILDIZ, EKmS A J L ANl RME N
ManisaCelal BayarUniversity Schoolof Medicine,EmergencyDepartmentManisa,Turkey

Introduction and Purpose: Orbital cellulitis is an infection involving the orbit(fat and
extraocular muscles).Orbital cellulitis can cause vision loss or even loss of life(1).Orbital
cellulitis can usually be distinguished from preseptal cellulitis by clinical features
(ophthalmoplegia,pain with eye movements and proptosis) and imaging studies(2).When the
distinction is unclear, clinicians should treat patients as if they had orbital cellulitis. The most
frequently identified pathogens in orbital cellulitis are Staphylococcus aureus and
streptococci.(3)Although the most common cause of orbital cellulitis is bacteria, fungi,
especially Mucorales(causing mucormycosis) and Aspergillus species, can cause life
threatening invasive orbital infections(3). Mucormycosis and invasive aspergillosis should be
consideredn patientswith impairedhostdefenses(3Mucormycosigrimarily affectspatients

with diabetic ketoacidosis(3Aspergillus infection of the orbit occurs in patients with severe
neutropenia or other immunodeficiencies, including HIV infection(3).Hyperglycemia, often
accompanied by metabolic acidosis, is the most common underlying condition. In this case

report, orbital mucormycosis with central involvement is described.

Material and Methods: This case is a 5@earold female patient diagnosed with Diabetes
Mellitus with orbital mucormycosis infection.She applied to the emergency room with
complaints of swelling, pain in her right eye, loss of balance and numbness in her left arm for
2-3 days.The orbital CT scan taken showed an appearance consistent with orbital cellulitis.
Diffusion MRI showeddiffusionrestrictionscompatiblewith acuteischemian theinternaland
corticalborderzonesof theright cerebrahemisphereOn examinationtheright pupil is fixedly
dilatedand eye movements are completely restricted in all directions on the right. There were

signsof peripheralfacial paralysisin theright half of the face.Meropenemyancomycinand
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Amphotericin B was started empirically.The patient was admitted to the neurology intensive

care unit. Candida Glabrata grew in the biopsy culture taken later.

Results and Conclusion:lf orbital cellulitis is considered, especially in immunosuppressed
patients(malignancy patients, diabetes mellitus patients, etc.) mucormycosis should also be
considered.Antifungaherapyshouldbe consideredn additionto empiricalantibiotictherapy

in the emergency department.

Keywords:Periorbital ~ Cellulitis,Orbital Cellulitis, Mucormycosis ~ Mucorales
Immunosuppressed
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Our Approach to a Sternum Fracture in the EmergencyDepartment

YasinYILDIZ, YavuzYILMAZ, MustafaS e | SQLRK, MuhammedSadettinK P EHarun
SANDAL

KonyaCity Hospital,EmergencyMedicineClinic.

Introduction:

Thoracic trauma accounts for approximately 25% of trateteted deaths, and sternum
fracturesareobservedn 3-8% of bluntthoracictraumag1, 2). A fractureof thesternumoccurs
due to a direct blow to the sternum or disruption of the cortex due to a pathological process,

and sternum fractures may be associated with cardiothoracic injuries (3).

In this case, we present a patient who presented to the emergency department after a fall from

height and was admitted to the thoracic surgery service with a diagnosis of sternum fracture.

Case:

A 62-yearold malepatientwasbroughtto theemergencylepartmenéafterfalling from aheight

of approximately two meters. The patient stated that he couldn't remember which part of his
bodyhehit. Onarrival, his GlasgowComaScale(GCS)was15, andhis vital signswerestable.

No major injuries were detected on primary examination. On physical examination, minimal
tenderneswasnotedalongtheanteriormidline of thechestwith lower backpain.Neurological
examination was normal, and no sensmiytor deficits were detected. Thoracic computed
tomography (CT) revealed a sternum fracture in the sagittal plane (Image). On secondary

examinationtendernessvasfounduponpalpationin theareacorrespondingo thisregion.No
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traumatic pathology was detected in other imaging studies. The patient was monitored for
cardiac injury due to isolated sternum fracture. There were no abnormalities detected in the
patient's ECG and cardiac enzyme levels. The patient was admitted to the Thoracic Surgery

Service for conservative management.

DiscussionConclusion:

In the literature, it is reported that 83% of sternum fractures are related to traffic accidents,
while 13% are due to falls (4). In one study, falls were reported as the most common cause,
accounting for 58% of cases (5). In our case, the cause was also a fall from a height. Sternum
fractures are more commonly seen in older individuals and females (2). However, our case
involved a 62yearold male patient. In many studies, sternum fractures are most commonly
observed in theternal body. Onstudy reported that fractures wenestly nondisplaced (3).

In our case, the fracture was located in the sternal body and waksptaced.

Patients with sternum fractures usually present with localized pain in the anterior chest wall
thatworsenswith deepbreathing6). However,in our case althoughtherewaspainin multiple
bodyregionssecondaryo high-energytraumajocalizedpainto thesternumwasnotdescribed,

and the diagnosis was made after imaging.

The diagnosis afternum fractures is generally made using lateral cheayX (4). However,

in patients with multiple traumas or those who cannot be placed in positions due to pain,
computedomography(CT) canbeutilizedfor diagnosisAdditionally, possiblecardiaanjuries

such as pericardial effusion and cardiac contusion can be identified with CT (2). In our case,

CT was preferred as the imaging modality due to-eigérgy trauma.

The frequency of myocardial contusion following sternal fractures is reported td.2%
theliterature(7). Thevalidity of electrocardiograph¢e CG)andcardiacenzymeneasurements
in investigatingmyocardialinjuries hasbeenestablished8). Changesn ECG and cardiac
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enzymes in patients with isolated sternum fractures appdae first fewhours and generally

have a benign course (3). It is recommended to perform echocardiography for patients with
abnormalities in cardiac enzyme levels. In our case, we investigated the patient for possible
cardiac injury. No abnormalities were detected in the patient's ECG, and cardiac enzyme
monitoring yielded normal results. Therefore, cardiology consultation for echocardiography

was not deemed necessary.

One of the important factors determining morbidity in sterrftaotures is the presence of
accompanyingraumaticpathologiesuchaspneumothoraxpemothoraxhemopneumothorax,
and rib fractures (3). In our case, no such pathologies accompanying the sternum fracture or

additional organ and systemic pathologies were detected.

The treatment approach for sternum fractures is classified as conservative and surgical.
Indications for surgical treatment include excessive separation of fracture lines, presence of
fractures leading to flail chest, and overlapping of fracture lines resulting in cosmetic
deformities. Otherwise, a conservative approach is preferred. The prognosis for isolated
sternum fractures is very good, with most patients fully recovering within a few weeks. The
complication rate of isolated sternum fractures is reported te28¢, With a mortality rate of

0.7% (3). In our case, conservative management was chosen due taliapt@ced fracture,

and the patient was admitted for observation.

In conclusion, although sternum fractures have low morbidity and mortality rates, they should
notbeoverlookedn patientswith thoracicinjuries. Patientswith thesenjuriesshouldundergo
ECG and cardiac enzyme monitoring for cardiac injury, and echocardiography should be

performed if necessary.
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Image. Corpussternifractureon thesagittalthoraxCT scan.

146




4

22 3

’,’ EPAT .nun;?‘{‘
2 g - ¥ E &
s Sy, T g e
gl ; /.A,ﬁvv 0/; e

4694

Investigation of the Changing Trends in EmergencyMedicine SpecializationPreferences
in Medical Residency Choices for the Year 2023

INTRODUCTION:

In Turkey, physicians who acquire the title of "medical doctor" after ayear medical
education must succeed in the Medical Specialty Examination (TUS) to specialize. The
significanceof specializatiortrainingis paramountasit directly contributego thecompetence

of specialist physicians in areas such as human health, disease diagnosis, and treatment

outcomes

TheTUS was first conducted in 1987 and has been held regularly &wiearsincethen.The
preferences of physicians for TUS have started to change, influenced by certain laws and
practicesmplementedspartof theHealthTransformatiorProjectinitiatedin Turkeyin 2003

For approximately 20 years, specialized training in Emergency Medicine (EM) has been
provided in Turkey.Unfortunately, despite being widely popular in the United States and
featured in television series worldwide, EM Specialization has not attained the recognition it
deserves in Turkéy Each year, the TUS placement results reveal significant vacancies in
specialized training positions, with a considerable portion of these vacancies pertaining to
Emergency Medicine specialization positions.

In our country, there are limited studies regarding the status of EM specialization in the TUS

placement results.

Giventhementionednformation,therearisesa needto determinevhetherthereis any change

in theTUS quotasandscoresspecificallyfor EM andthedirectionof thischangeThisresearch
aimsto examinghe EM TUS quotasandscoredor theyear2023andanalyzechange®verthe

period. Thus, we believe that contributing to the decisions of the emergency medicine
community and physicians opting for emergency medicine will be facilitated.
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MATERIALS AND METHODS:

To examinghevariationin placemenscoresf theEM specializatiorovertheyears numerical

data from the results of the TUS related to EM were obtained from the official website of the
Student Selection and Placement Center (Known ¥sSY M i n Tur ki sh
https:/ivww.osym.gov.tr/).In this context, the placement results for the year 2023 were
analyzedasdatafor theyear2023,consideringooththe TUS 1sttermandTUS 2ndtermresults.

The "Numerical Information Regarding Placement Results” and "Minimum and Maximum
Scores in Placement Results” documents related to the two TUS exams held in 2023 were
downl oaded from the ¥SYM website, and reseeé

electronic format.

Institutions providing EM education were categorized as university hospitals, training and
research hospitals, city hospitals, and military hospitals. For placements in these institutions,
theminimumandmaximumscoresaswell asthefill ratesof quotaswererecordedThemain

outcome criterion for the research was the base scores. Additionally, the average placement
score, calculated from the smallest and largest placement scores and the number of placed
individuals, was recorded. Quotas for foreign national specialization students and additional
placement results were excluded from the study.

Thestudydid notobtainethicalcommitteeapproval asit wasconductedn dataobtainedrom
theofficial websiteof the StudentSelectiorandPlacemen€Center(Knownas¥ S Y M Turkish
- https:/ivww.osym.gov.tr/).

ANALYSIS:

Microsoft Excel software and the online statisticalculation tool pvalue.io were utilized for
the analyses. Results were presented using
(SD) for numerical variables, n (%) for categorical variables), and independent sategles t

and chisquare test were employeédsignificance level threshold of <0.05 was considered.

RESULTS:
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In the 2023 TUS 1st term, the number of available positions was 12,703, the number of
candidates was 8,466, the number of placed candidates was 7,744, and the number of unfilled
positions was 723 (reference: ¥SYM website).
opened for the EM branch in the training programs of 110 institutions, and 99.6% of these
positions(h=730)werechosenNumericdatafor the2023TUS 1sttermareprovidedin Table

1.

In terms of placement, no significant difference was observed between University Hospitals
andTrainingandResearclidospitals( TRH), UniversityHospitalsandCity Hospitals(CH), and
TRH and CH (Sequentially, p=0.93, p=0.95, and p=0.99;9gbare test). The distribution of

placement status according to educational institutions is provided in Table 2.

Regarding the average base placement score, no significant difference was found between
universities and TRH, universities and CH, and TRH and CH (Sequentially, p=0.35, p=0.15,
and p=0.45; Independent sampldsdt). The distribution of average lowest placement scores

according to educational institutions is presented in Table 3.

The average base placement score did not show a significant difference between universities
and TRH, universities and CH, and TRH and CH (Sequentially, p=0.35, p=0.15, and p=0.45;
Independensampled-test). Thedistributionof averagehighestplacemenscoresaccordingto

educational institutions is provided in Table 4.

In the2023TUS 2ndterm,atotal of 948positionswereopenedn thetrainingprogramsof 113
institutionsfor the EM specialty.Of these 67% (n=635)werechosenandthevacancyratefor
thepositionswasdeterminedas33%. The numericalinformationfor the2023TUS 2nd period

is provided in Table 5.

In terms of placement status, no significant difference was observed between universities and
TRH (p=0.55; Chisquare test). However, a significant difference was found between
universitiesandCH andbetweenTRH andCH (p<0.05for bothcomparisonsChi-squareest).

The distribution of the placement status for the positlmased on educational institutions is
presented in Table 6.

Thedifferencein thevacantguotastatusbetweertheuniversitiesandTRH wasnotfoundto be
significant (p=0.40; Chsquareest). However, a significant differene@as observed between

the universityand CH, aswell asbetweenTRH andCH (p<0.05for both comparisonsChi-
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square test). The distribution of vacant quota status according to educational institutions is

presented in Table 7.

There is a significandifference in the average placement base scores between the universities
and TRH and between CH and TRH (p<0.05; Independent sarpl&3. tThe distribution of

the average lowest placement scores according to educational institsifooagided in Table

8.

Thereis asignificantdifferencein theaveragglacementeiling scoredbetweertheuniversities
and CH and between CH and TRH (p<0.05; Independent sarvigle3. tThe distribution of
theaveragehighestplacemenscoresaccordingto educationainstitutionsis providedin Table
9.

In our study, the lowest and highest placement scores determined for each institution in both
TUS 1sttermandTUS 2ndtermwerealsoexaminedAccordingto this analysistherewasno
significant difference in terms ohstitution-based lowest and highest scores (p=0.084 and
p=0.522, respectively; Independent sampldsest). The institutiotbased minimum and
maximum scores for the EM specialty according to the 2023 TUS placement results are

presented in Graph 1.

In the2023TUS 1stterm,outof 733 Acute Medicinespecializatiorpositions,only 3 remained
vacantwhile in the2ndterm,outof 948positions,315wereleft unfilled. Theinstitution-based
vacant positions for the EM specialty according to the 2023 TUS placement results are
illustrated in Graph 2.

In the2023TUS 1stterm,the occupancyatefor Acute Medicinespecializatiorpositionswas
99.6%, while in the 2nd term, this rate was determined to be 67%. The insthiated filled
positions for the EMspecialty according to the 2023 TUS placement results are presented in
Graph 3.

DISCUSSION:

TheEM specialtyis inherentlyoneof thechallengindfields for physiciansandthis s reflected

in theongoingTUS placementesults.For many yearsEM Departmentfhavestruggled tdill

their positions, and a significant portion of the available positions has remained vacant. This
lack of preference has been the subject of academic discussions, with an article exploring the

reason®ehindthe unpopularityf theemergencynedicinefield. Thestudyidentifiedfive main
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reasons, including lack of recognition, violence, working conditions, intensity, and education.
This research sheds light on the fact that evenirttegventions and efforts of emergency
services and personnel, which save thousands of lives, have not increased the value attributed
to emergency services. It highlights the alarming statistic that 70% of positions in the medical

specialization exam remain unfilfed

World HealthOrganizationfWHO) emphasizethattheachievemenof acountry'shealthgoals

is directly linked to the knowledge, skills, and motivation of its health workforce (HW).
Thereforethe quantityandefficient organizatiorof the healthworkforceplay a pivotal role in
determining the fate of a country in achieving its targeted health outtomes

Accordingto the2023projectionof the Ministry of Health,the estimatechumberof physicians
neededn our countryis 200,062 which correspond$o a physicianto-populationratio of 2.37

per 1000 people for the year 2023. In Turkey, the ratio of specialist physicians to general
practitioners was 1.81 in the year 2017 (80,951 / 44,649). However, the projected ratio of
neededspecialistphysiciango generalpractitionerdor 2023is estimatedo be 9.63(181,257

/ 18,806%.

In Turkey, physicians graduating from medical faculties face two options: either working as a
general practitioner for a certain period within the framework of the mandatory government
service(DHY) or taking theTUS to startspecializatiorin amedicalfield. Followingthe DHY

and specialization training processes, physicians continue to provide services within the
Ministry of Health, private sector, oniversity settings

Si 1987, ¥SYM TUS,

positions in various medical specialties. Physicians make preferences for specialties based on

nce has conducted the an
thescoregheyachieven thisexam,andtheyareplacedinto their preferenceaccordingo the

ranking. TUS is conducted twice a year, with the total number of available positions ranging
from 3,000 to 4,500 per terrlthe number of applicants varies between 14,000 and %7000
Approximately half of the applicants make preferences. It's essential to note that TUS is not a
proficiency exam but a ranking exam

Thepreference$or specializatiorareadasedn TUS basescoreshaveshowndifferenttrends

over the years. A study examining preferences from 2007 to 2013 indicated that branches
providinginpatientservicessurgicalservicesandthosefrequentlyencounteringpatientswere

less preferred
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In anotherstudyanalyzingTUS resultsbeforeandafterthe Health TransformatiorProgramijt

was observed that physicians' preferences for specialization changed. This shift is believed to
indicate potential challenges in the coming years regarding the health services provided to the
public. Thesystemhasbeenobserved tairectphysiciandrom majorsurgicalbranchesowards

internal branches, more diagnostic branches, and even basic sciences. It was found that
successful medical graduates tend not to prefer “tighti branche$

EM Residencylraining coversa4-yearperiodaccordingo currentregulationslssuessuchas
workload and violence in the current state of emergency services in our country negatively
affect the attractiveness of this specialty. Physicians are not inclined to choose EM as their
specialty training. Moreover, when EM is considered as a surgical branch, it aligns with the
trend of surgical branches being less preferred in TUS results.

Our research revealed significant changes in the placement results for EM in the two TUS
sessions in 2023. According to the results of TUS 1st term, almost all EM positions were
preferred (99.6%). However, in the placement results of TUS 2nd term, it was observed that
approximatelyonethird of theEM positionsremainedracant(33%).In the2023TUS 1stterm,

12,703 positions were opened, whereas in the previous term, the 2022 TUS 2nd term, 9,477
positionswereopenedWe believethatthe 99.6%placementatewe observedn the2023TUS

1st term resulted from the increase in the number of opened positions. However, in the 2023
TUS 2ndterm,despitemoreEM positionsbeingopeneccomparedo the 1stterm,thefact that
onethird of these positions remained. Excluding the almost 100% fill rate of Emergency
Medicinepositionsin the 2023TUS 1stterm,theincreasen the numberof vacantpositionsin
the2ndtermplacementesultssuggests continueddeclinein interestin emergencynedicine,

vacant suggests a return to the situation where EM is not a preferred specialty.

In a study, reasons such as "TUS score," "department's risk/malpractice ratio,” and "working
hours arrangement” have been suggested as influential factors in physicians' TUS specialty
preferences We also believe that the fact that EM positions remain vacant is related to these
factors. Furthermore, in the study conductedvbpalak et al., EM e was identified as one of

the least preferred specialfieThe same study revealed that factors such as "likelihood of
exposurdo violence, department workload and stress, working hours arrangement, miimber
shifts, andintensity" werefoundto beinfluential in specialtypreferences Unfortunately EM
encompasses all these negative factors.

Incidents of violence, believed to be on the rise in the healthcare sector, are among the factors

negatively affecting work motivatior?!!. Intensive and long working hours can also be
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indicators of burnout syndrortfe 124 In the EM field, these negative factors are already
present. Measures addressing these concerns can enhance workforce motivation in the
healthcare sector, thereby increasing satisfaction with healthcare services and the job
satisfaction of employees. Furthermore, regulations in these areas could elevate the EM
specialty to a more desirable position.

Under the Mandatory Financial Liability Insurance for Medical Malpractice (ZMSS),
specialties are divided into four risk groups based on the level of risk, with Group 1 being the
lowest risk and Group 4 the hightstin Group 4, there are specialties such as Emergency
Medicine,Anesthesiology and Reanimation, Neurosurgery, General Sufigesacic Surgery,
Obstetrics and Gynecology, Cardiovascular Surgery, Orthopedics and Traumatology, and
PlasticandReconstructivéSurgery’. As observed, EMs classifiedin Group4. In astudy,the

lowest scores in TUS placement results were found in specialties belonging to &réup 4
anotherstudy examining thbasescores ofLl0 TUS exams conducted twiceyaaroverafive-
yearperiodfrom 2009to 2013,thebasescoredor Group4 weresignificantlylower thanthose

for other group¥.

Themainreasongor physiciansncreasinglyavoidingspecialtiesn Group4 includetherecent

rise in violence against healthcare professionals, which directs them towardtinmad
branches. Additionally, the higher risk of medical malpractice compared to other groups,
resultingin anincreasinghumberof lawsuitsandhigherawardeccompensatioamountsmight

lead physicians to believe that their earnings arepragortionally increasing with the risks

they face.

It is well-known that the most powerful factor influencing defensive medical practices is the
fear of being su€d While there is ongoing debate among physicians about the increasing
prevalence of defensive medicine, this study reveals that this situation is even reflected in the
preferences of prospective specialist physidfans

I n a study conducted by Ba0tRanithofjndlyear rmedidal c ol | €
students, it was noted that the specialist fields previously more frequently preferred, such as
Plastic and Reconstructive Surgery, General Surgery, Cardiovascular Surgery, and Pediatrics,
are now being replaced by fields considered less risky in terms of the probability of medical
errors, such as Dermatology, Psychiatry, and Radidlogy

In our study, excluding the situation where EM positions were almost 100% filled in the 2023
TUS 1st period, the increase in the number of vacant positions in the 2nd period placement

results suggeststhat this declinein EM may continue.Although the TUS score and the
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fill/lvacancy rates of specialty positions may not have a direct correlation with qualified and
good medical practice, they still indicate the priorities of prospespieeialist physicians.

This studyhaslimitations,includingtheinclusionof only theplacementesultsof thetwo TUS
periods in 2023. Examining the TUS placement results from previous years and comparing
them with the results of our study coybdovide more information regarding Emergency

Medicine preferences.

CONCLUSION:

This study's findings indicate a changing trend in physicians' preferences for the EM specialty
throughout the year. While there were almost no vacant positions in the EM slots during the
first period of the 2023 TUS, just one period later, inThkS 2nd period, despite an increase

in the number of EM positions compared to the first period (from 733 to 948), it is observed

that onethird of these positions remained vacant (315 out of 948). Adjusting TUS quotas in

line with changing conditions and implementing regulations such as improving physicians'

rights and emergency service working conditions could help prevent potential disruptions.
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Table 1. Numerical information for the 2023TUS 1stterm

Average Average

Number ,
Number of Placed Placed Vacant Vacant lowest highest
~ Quota _ of empty
Institutions in in % guota quota% score  score
programs
SD) (SD)
University 49,8 55,7
70 396 396 100 0 0 0
(3,38) (4,53)
TRH 50,5 56,8
28 210 208 99 2 1 2
(3,65) (4,37)
CH 51,5 57,8
10 125 124 99,2 1 0,8 1
a,57) (4,91
Military 47,7 47,7
2 2 2 100 0 0 0
h. G ()
TOTAL 110 733 730 99,6 3 0,4 3 50 56

* University: University Hospital, TRH: Training and Research Hospital, CH: City Hospital,
Military h: Military Hospital, SD: Standart Deviation
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Table 2. Distribution of quota placementstatusaccordingto educationalinstitutions
Kontenjan Yerl exe p*
University 396 396
0,93
TRH 210 208
Kontenjan Yerl exe p*
University 396 396
0,95
CH 125 124
Kontenjan Yerl exke p*
TRH 210 208
0,99
CH 125 124

* Chi-squareest

University: University Hospital, TRH: TrainingandResearch HospitaGH: City Hospital.

Table 3. Distribution of averagelowestplacementscoresby educationalinstitutions

University TRH p*
Average lowest 49,8 50,5 0,35
placement score

University CH p*
Average lowest 49,8 51,5 0,15
placement score

CH TRH p*
Average lowest 51,5 50,5 0,45

placement score

* Independensampleg-test

University: University Hospital, TRH

: TrainingandResearch HospitaGH: City Hospital.
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Table 4. Distribution of averagehighestplacementscoresby educationalinstitutions
University TRH p*
Average highest 55,7 56,8 0,35
placement score
University CH p*
Average highest 55,7 57,8 0,15
placement score
CH TRH p*
Average highest 57,8 56,8 0,45

* Independensampleg-test

University: University Hospital, TRH: TrainingandResearch HospitaGH: City Hospital.

Table 5. Numerical information for the 2023TUS 2nd term

Average Average

Number

Number of Placed Placed Vacant Vacant lowest highest
o Quota ) of empty
Institutions in in % quota quota% score  score
programs
(SD)  (SD)
University 71 477 298 62,5 178 37,3 4 48,0 54,5
(2,66) (4,47)
TRH 31 284 165 58,1 119 419 3 46,7 55,6
(1,93) (6,25)
CH 11 187 169 90,4 18 9,6 0 49,9 57,8
(3,99) (4,16)
Military h. O 0 0 0 0 0 0
TOTAL 113 948 635 67 313 33 7 47,9 55,4
(2,79) (5,07)

* University: University Hospital, TRH: Training and Research Hospital, CH: City Hospital,

Military h: Military Hospital, SD: Standart Deviation
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Table 6. Distribution of quota placementstatusaccordingto educationalinstitutions

x*

Ml

Quota Placedin p*
Universtiy 477 298
0,55
TRH 284 165
Quota Placedin p*
Universtiy 477 298
<0,05
CH 187 169
Quota Placedin p*
TRH 284 165
<0,05
CH 187 169

* Chi-squardest

University: UniversityHospital, TRH: TrainingandResearch HospitaGH: City Hospital.

Table 7. Distribution of vacantquotasby educationalinstitutions

Quota Vacant quota p*
University 477 178
0,4
TRH 284 119
Quota Vacant quota p*
University 477 178
<0,05
CH 187 18
Quota Vacant quota p*
TRH 284 119
<0,05
CH 187 18

* Chi-squardest

University: University Hospital, TRH

: TrainingandResearch HospitaGH: City Hospital.
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Table 8. Distribution of averagelowestplacementscoresby educationalinstitutions

University TRH p*
Average lowest
46,7 <0,05
placement score
University CH p*
Average lowest
49,9 0,057
placement score
CH TRH p*
Average lowest
49,9 46,7 <0,05

placement score

* Independensampled-test

University: University Hospital, TRH:

TrainingandResearch HospitaGH: City Hospital.

Table 9. Distribution of averagehighestplacementscoresby educationalinstitutions

University TRH p*
Average highest

o4, 55,6 0,06
placement score

University CH p*
Average highest

54, 57,8 <0,05
placement score

CH TRH p*
Average highest

57,8 55,6 <0,05

placement score

* Independensampled-test

University: University Hospital, TRH

: TrainingandResearch HospitaGH: City Hospital.
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57,8 57,8
60 557 5,5 968 556 56 554
49, 50, 9,9
50 48 6.7 7,9
40 B Min point TUS 1st term
® Max point TUS 1st term
30 ® Min point TUS 2nd term
Max point TUS 2nd term
20
10
0
University TRH CH General Table

University: UniversityHospital, TRH: TrainingandResearchdospital, CH: City Hospital.

Graph 1. According to the 2023 TUS placement results, the lowest and highest scores of

the Emergency Medicine branch on an institution basis.
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1000
900
800
700
600 ® Quota TUS 1st term
500 Vacant quota TUS 1stterm
400 Quota TUS 2nd term
HVacant quota TUS 2nd term
300
200
1L
0

University General table

University: UniversityHospital, TRH: TrainingandResearchdospital, CH: City Hospital.

1000
900
800

700

600 ® Quota TUS 1st term
500 E Placed in TUS 1stterm
400 Quota TUS 2nd term
E Placed in TUS 2nd term
300
200
0

Universtiy General table

o

Graph 2. According to 2023TUS placementresults,vacantEmergencyMedicine branch
positions on an institution basis
University: UniversityHospital, TRH: TrainingandResearchdospital, CH: City Hospital.

Graph 3. Emergency Medicine branch positions filled on an institution basis, according
to 2023 TUS placement results.
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Midenin Sessiz & | |Metabdlik Alkaloz Ve Gizemli Kusma

NurullahP a rt, MaMuratY a z'é c é

1 Recep Tayyip Erdojan | niAraxgdiéetrensAciHD&st afh & ls d
Rize, T¢rkiye
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Metabolikalkaloz,serumbikarbonatseviyesinima r t m aadegyelkaap H' @lkaéaar al €] a
Mi de

dol ayeseéeyl a

y ¢ ksel mesi neasibbeadze nb oozl uaknl ubjiurd ur . i -eriji

hi drojen i'yonl ar énén kaybeéna,

etiyolojisinde yer alan bir dijer durumdur.
aci l bakvurusu yapan, hi pokl oremi k metabol i
etiyol oj i araktéermak i -in hospitalize edil e
tartéekacaj ez.

Olgu

42 yakénda, bilinen ek hastal ék °yk¢gseg ol may

acil servisimizeb a K v bonflayday a k | 20kgkilk k a yobléd 8] v e Miak ¢ &ih € n

servisimize bakvurusundaki vital dejerl erini

o d ¢

-myayemaxiorzdad ;ar ge rkaulr ud

ém/ daki ka, °%Cys¢ocl uutn uéns éssagy:é s36..166/ da ki k a
saptandée. Fi zi k

ger ¢l deg.
g°r ¢ | Adkesdrvisteb a kK | tadavaylegeneldurumutoparlayarhastaleri tetkik ve tedavi
edi | di

dejerl endirmede

at vV €

ol ar ak

azal méek ol ar ak Hastanén dehidratasy

amaceyla hospitalize Hastane yateéex

endoskopi k preplerotik antru

Tart ékKk ma
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Metabolik alkalozun etiyolojisi g e nhir welpazedebulunabilir ve h a s t @awn & gfigilg,
muayené u | g welalsorat@vars o n u bulduméantemelnedeninibelirlemedekritiktir.
Etiyolojide, mide i-erijinin akéré kusul maseée

pilor stenozuwyibi sindirimsistemis o r u yetad feitr stenozumide- € k éka@&rna&lnma s é y |

karakterize, kus ma, besin intoleransé ve Kk
hastal éktér . Hastamézda da benzer semptoml al
sonucunda pilor stenozu tanéseé konul du. En
antrumda darl ek ve ¢l serasyon saptanmasé, bu
Sonu-

Sonu- ol ar ak, met aboli k alkalozun nedenl eri
tedavinin bakaréséné etkileyebilir. Bu ol gu
stenozunun nadir g°r¢len Dbir nedeni ol dujun
tanésal Dbulgul are, etkili bir tedavi yakl akeée

Anahtar Kelimeler: Hipokloremikmetabolikalkaloz,pilor stenozuasetazolamid

The Silent ScreamOf The Stomach: Metabolic Alkalosis And The Mysterious Vomiting

NurullahP a t, MaMuratY a z'é c &

1 RecepTayyip Er d o Pravarsity Medical Faculty Training and ResearchHospital,

Emergency Department, Rize, T¢rkiye

ABSTRACT
Kntroduction

Metabolicalkalosisis anacid-basedisordercausedy anincreasen serumbicarbonatdevels,
leading to elevation of arterial blood pH irttee alkalinerange. Excessive vomiting of gastric
contents, resulting in thess of hydrogen ions from the body, is another condition implicated
in the etiology of metabolic alkalosis. In this case presentation, we will discuss a patient who
presented to the emergency department with anum&h history of vomiting, leading to

hypochloremicmetabolicalkalosisand acuterenal failure, necessitatinghospitalizationfor
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etiologicalinvestigationandwassubsequentlgdiagnosedvith pyloric stenosigluringfollow-
up.

Case

A 42-yearold male patient with no known medical history presented to our emergency
department withcomplaints of vomiting and weakness. It was revealed that he had lost
approximately20 kg in weightoverthe past6 months.Onarrival, his vital signswererecorded

as follows: arterial blood pressure 90/60 mmHg, heart rate 130 beats per minute, body
temperatur@ 6 . GeSpZatoryratel6 breathgperminute,andoxygensaturatiord7%onroom

air. Physical examination revealed the patient's general condition to be fair, with dry mucous
membranes and decreased skin turgor observed, indicating signs of dehydration. Following
initiation of treatment in the emergency department, the patient's overall condition improved,
and he was admitted to the hospital for further investigation and management. During the
hospitalization period, gastroenterology performed an endoscopic evaluation, revealing

stenosis in the prepyloric antrum.
Discusion

The etiology of metabolic alkalosis can be diverse, and the patient's history, physical
examination findings, and laboratory results are critical in determiningrttierlying cause.
Etiological factors may include excessive vomiting and fluid loss, substance abuse, gastric
ulcers, and pyloric stenosis, among other gastrointestinal issues. Pyloric stenosis is
characterizedby narrowingof the gastricoutletandpresentsvith symptomssuchasvomiting,

food intolerance, and weight loss. Our patient exhibited similar symptoms, and following
gastroenterologgvaluation a diagnosisof pyloric stenosisvasestablishedTheidentification

of stenosisandulcerationin the prepyloricantrumduringendoscopi@valuationsupportedhis

diagnosis.
Conclusion

In conclusion, investigating the causes of metabolic alkalosis and establishing an accurate
diagnosis can impact the success of treatment. This case highlights pyloric stenosis as a rare
cause of vomiting complaints in patient$ie clinical condition and diagnostic findings of the
patient are crucial in determining an effective treatment approach.

Keywords: Hypochloremianetabolicalkalosis pyloric stenosisacetazolamide
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Metabolikalkaloz,serumbikarbonatseviyesinima r t m aadegyelkaap H' @lkagéaar al €] a
yé¢ksel mesi ne nbeadze nb oozl vaknl ubjiurd vars.i tYoj un bakeém
bubozukl!l uk, genell i kle yojun bakéem ¢(nitesine
hacim fazl al é&j & gi bi durumlarén tedavi si -
Midei - er B K k o B o | vipacsudtidtojgm y o n | kaa yehtbamag yatkalazaydl a

a - a bvermetaholikalkalozetiyolojisindeyeralanbird i jderumdurBudurum,a kK élkolé

t ¢ k emadddd y | | andé;m és, evediloe stenozwgibi b a ginglirimsistemis or unl ar € n e

bajgleae ¢l ebi |l mektedir.

Bu ol gu sunumumuzda 1 aydeéer kusma «Ki kOyet:

met aboli k alkaloz ve akut b°rek yetmezliiji
edilen ve takiplerindetprtérkastagBmzu saptana
oLGU

42 yakénda, bilinen ek hastaleéek °yk¢gse ol may
acil servisimize bakvurdu. Hastanén anamnez

kustujunu son 1 ayder kusma séekl éjénda arté
i -tikten sonra kustujunu v& kerzunedkesmrmariladed:
Son 6 ayda vyakl akek 20 k g kil o kaybe ol d
bakvurusundaki vital dejerl erinde; tansiyon
veéegcocut 6 8Csésol3unubm sayéseé: 16/ dakika ve oda
S a p t Rizikdnaayenesindeggeneldurumuortaiyi, mu k o z laudu sedegit ur gor u az al |
ol ar ak goer ¢l dg. Hast anén dehi dratasyon bul
go°r ¢l medi . Etiyol oji araktéermaya y°nelik yarg
90 mg/dL, serum sodyum: 132 mmol/L, serum potasyum: 2.67 mmol/L, serum Kklor: 63
mmol/L, pH: 7.51,bikarbonafHCO3):52 mmol/L, parsiyelkarbondioksif{pC02):74 mmHg

ve laktat: 2.3 mmol /L ol arak saptandeé.
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Hipokloremik metabolikasidozuolanakutb © r e k vy wblasundakhasfayaacil serviste
séveés¢igsitasyonuna bakl andeé. Kristaloid i nf ¢z
y a p & la 3 ntedavisinkilogramdozuhesaplanaraéisetozolamid x 500mgtableteklendi.

Hi perkarbi nedeniyle monit®rize, solunum ve
bakl anan tedavisinin 8. saatinde tekrarl ana
mg/dL, serum sodyum: 133 mmol/L, serum potasyum: 2.6 mmol/L, serum klor: 66 mmol/L,

pH: 7.56,bikarbonat(HCO3):42 mmol/L, parsiyelkarbondioksi{pC0O2):48mmHgve laktat:
1.2mmol/Lolaraks apt and é .

Aci | serviste baklanan tedaviyle genel dur un
hospitalize edil di. Hastane yaték s¢recinde
dejerl endirmede preplerotik antfumda¢ldaed & ka
saptande. Mal i gnite K¢phesi nedeni yle yapeél a
ge°r ¢l meyip, yaygeén ¢l serasyon ve iltihabi gr
geneldurumuve laboratuvaparametrelerd ¢ z eli ekna ytaamarhesonianarveorala | € mé
tolere edebilen hastaya proton pompa inhibi:
edildi.

endocam | HD endocam | HD

k e K.iPdepilorikantrumdad ar | € k

TARTI k MA

Bu ol gu sunumunda, met aboli k alkaloz ve ak:}
b a Kk v vempibbmstenozut a nkénsil@nbir h a s telaay|é dMetabolik alkalozunt a nvé s é
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tedavisik a r malabibr.kMetabolikalkaloz,serumbikarbonaseviyesinina r t maageéyell a
kan pH' énén al kal:i aral ej-mazy ¢lkazd kmewsji mcku rn.e d

birincilastbaz bozukl ukl aréndan biridir ve yojun b

Met abol i k al kalozun etiyolojisi geni kK bir y

muayene bulgularé ve | aboratuvar sonu-1I|laré b

Etiyolojide, mi de i -erijinin akéré kusul masEé

pilor stenozu gibi sindirim sistemi sorunlar

Pilor stenozu, mi de -ékéekéenéen daral maséyl a k

gibi semptomlarlartaya- € kbaima s t 42). B & $ € a dabenzegemptomlamevcuttu

ve gastroenterol oji dejerl endir mesi sonucun
dejerl endirme sérasénda prepilorik antrumda
destekledi.

Tedavi yakl akémé, hastanén genel durumunu
ama-1|ar . Hastanén sévé ve elektrolit denge
kull anél masé ve gerekirse cerrahi m¢dahal e
Asetazol ami d, proksi mal renall t ¢bel deki k a

bi karbonat ve sodyumun ateéeléméné sajlayarak

ila-, yetikkin hastalarda metaboli k alkal ozt
-ok sayéda -al ékma mevcuttur (4,6,7).

Hastamézén akut b°brek yetmezliiji ve hipokl
d°nemede kristaloid, el ektrol it vV e asetazo

durumunda ve tekrarl anan kan tetkiklerindeki

yanét aléendéjé go°r¢l megkt gr .

SONUC¢

Sonu - ol ar ak, metaboli k alkalozun nedenl eri
tedavinin bakaréséné etkileyebilir. Bu ol gu
stenozunun nadir g°r¢len Dbir nedeni ol dujun
taneéesal bul gul ar e, et ki | i bir tedavi y akl

multidisiplinerbiry a k| ak ém beham$ an mdasetdeawe bisrgdr eeick ndmree m

sahiptir.

168




%’}"6{;!‘[ ATUI;;K\%\\"L
AL | B | wasEr | @AR [C-TIKA ¥ 28 ) <
e Sy TR0 vl
=y Ldlar Dl
KAYNAKLAR

1. AchantiA, SzerlipHM. Acid-BaseDisordersn theCritically Ill Patient.Clin JAm Soc
Nephrol. 2023 Jan 1;18(1):1422. doi: 10.2215/CJIN.04500422. Epub 2@28) 23.
PMID: 35998977; PMCID: PMC10101555.

2. Kim HJ. Utility of Pyloric Length Measurement for Detecting Severe Metabolic
Alkalosis in Infants with Hypertrophic Pyloric Stenosis. Pediatr Gastroenterol Hepatol
Nutr. 2024 Mar;27(2):8®4. doi: 10.5223/pghn.2024.27.2.88. Epub 2024 Mar 4.
PMID: 38510581; PMCID: PMC10948967.

3. MAYKR,BAK TU JRIAENS A R.K .ERYILMAZ, R.,& OR U oM, T. Pilor
Stenozulredavisindd.aparoskopikl runkalVVagotomive Gastrojejunostomi.

4. Andrews MG, Johnson PN, Lammers EM, Harrison DL, Miller Atetazolamide in
critically ill neonates and children with metabolic alkalogien Pharmacother. 2013
Sep;47(9):1136%. doi: 10.1177/1060028013500468. PMID: 24259727.

5. L - p@ AlcarazAJ, ToledoB, CortejosaL, Gil-Ruiz MA. Acetazolamidé herapyfor
MetabolicAlkalosis in Pediatric Intensive Care Patients. Pediatr Crit Care Med. 2016
Dec;17(12):e55%558. doi: 10.1097/PCC.0000000000000971. PMID: 27748700.

6. Moffett BS, Moffett TI, Dickerson HA. Acetazolamide therapy for hypochloremic
metabolic alkalosis in pediatric patients with heart disease. Am J Ther. 2607 Jul
Aug;14(4):3315. doi: 10.1097/MJT.0b013e3180a72154. PMID: 17667206.

7. G¢r su, M. Aydztmn¢grk, ,SUzun, S. Aj&rKavied mdiod]
Alkalozla Seyreden Bir Pseudartter Olgusu (A Case of PseuBartter Syndrome
with Severe Metabolic Alkalosis). Turkish Nephrolo@alysis and Transplantation
Journal 18, 136139.

169




S

Ferency Physiclans

EPAT

4861
Introduction

Thedemographishift towardsanagingpopulationpresent&nincreasinglyformidable
challenge, necessitating vigilant oversight and evaluation of their pharmacotherapy. Elderly
individuals often encounter a dearth of comprehensive or precise information regarding their
medical conditions and prescribed treatments, highlighting the critical need for enhanced
communication and tailored educational initiatives within healthcare setthg®mmophone,

a fundamental linguistic concept, denotes words that share similar phonetic attributes while
harboringdistinctsemantior orthographicharacteristicdDespitetheir phoneticcesemblance,
homophonemmaintaindiscretdexical definitionsandmayoccupydisparatesyntacticroles.For
instance, "flower" and "flour" represent quintessential homophones, wherein their phonetic
congruencdeliestheir semantiadivergence:flower" connotesa botanicalbloomor blossom,

whereas "flour" denotes a finely ground substance integral to culinary applications.

Within healthcareenvironmentsmedicationerrorsarisingfrom phoneticconfusionan
drugnomenclaturg@resenftormidableobstaclesOf particularconcerrarethe potentialhazards
engendered by phonetic ambiguities in Turkish medication terminology, which hold the
propensityto precipitatesignificantlapsesn medicationadministratiorwithin this susceptible

demographic.

In response to these challenges, it is imperative to explore pragmatic strategies and
targeted interventions aimed at mitigating the risks associated with medication errors among
elderlypopulationsThis paperaimsto contributeto thisimperativeby presentingacompelling
case study featuring a @@arold male who, devoid of any clinical indication for
anticoagulation therapy, presented to our Emergency Department subsequent to an acute
ingestion of warfarin. Through a meticulous analysis of this clinical vignette, we endeavor to
elucidate the intricate nuances surrounding medication management in geriatric patients,
therebyadvocatingor theimplementatiorof robustsafetyprotocolsto safeguargatientwell-

being.
Case

The 68yearold male patient presents with a thisgy history of oral bleeding

accompaniedby abdominaldiscomfort,which he attributesto gastritis.He deniesconcurrent
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symptoms of diarrhea or vomiting and notes no discernible alterations in stool characteristics.
Upon examination, vital signs indicate a blood pressure of 160/87 mmHg, a body temperature
of 3 6 . 3aAe@rirateof 74 beatsperminute,arespiratoryrateof 14 breathgperminute,anda

blood oxygen saturation (sPOof 97%. Past medical history reveals a diagnosis of coronary
artery disease, hypertension, and gastritis, necessitating ongoing pharmacotherapy. However,
the patient's current medication list is unavailable, yet he mentions prior use of 40 mg
Famotidine(brandnameFamodir‘?), 100mg Metoprololsuccinate(brandnameSaneIoE), and

100 mg acetylsalicylic acid (brand name Cora'%)oin

The oropharyngeal examination reveals bleeding sites suggestive of gingival origin,
while thoracic and abdominal examinations yield no notable findings. Rectal examination
demonstratesormalfeces.Laboratoryanalysisevealsahemoglobinevel of 12 g/dL, awhite
blood cell count of 8.8xTuL, and a platelet count of 245X10L, alongside unremarkable
renal and hepaticprofiles, electrolytelevels, and an internationalnormalizedratio (INR) of
21.3.Uponfurtherinquiry, the patientconfessedo substitutinghis prescribednedicatiorwith
a phonetically similar one from his spouse's supply due to the depletion of Farovelirthe
preceding week. Subsequent investigation into the wife's medication regimen revealed her
prescription of warfarin, branded as Coumé&difor the management of atrial fibrillation and
stroke prevention. It became evident that the patient inadvertently ingested his wife's
medication, Coumadf instead of his prescribed Famddin

The patient underwent management according to the warfarin overdose protocol,
wherein intravenous vitamin K at a dose of 10 mg was administered initially, followed by the
administration of Prothrombin Complex Concentrate (Céjaat a volume of 60 ml. The
patient's INR levels were monitored, revealing a value of 1.5 at the 3rd hour and 1.4 at the 6th
hour.Additionally, the patient'shemoglobirlevel, assessedt the 6th hour,wasrecordedas11.6
g/dL. Following theresolutionof activebleedingsymptomsandthe absenc®f furtherdecline
in hemoglobin levels, the patient, wiattained the target INR level during their stay in the
Emergency Department, was discharged with personalized recommendations. Therapeutic

adjustments were implemented accordingly.
Discussion

Medicationmisuses a significantconcernnotablyamongtwo vulnerablepopulations:

theelderlyandpreschookhildren. Thismisuseencompassegriouserrors,suchasincorrect
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dosages, missed doses, medication mixing, andabél use. Among the elderly, several
factorscontributeto medicationerrors,including polypharmacycomplextreatmentegimens,

limited awareness of medication schedules, cognitive and physical decline, reduced social
acuity, and negative attitudes toward pharmacothetapyr analysis suggests that -tdbel

drug use in advanced age is associated with declines in both social and cognitive faculties.

Medicationerrorsdueto phoneticconfusionsn drugnamesposesignificantchallenges
in healthcare settings. Studies have shown that similarities in the pronunciation of medication
namescanleadto administratiorerrors,resultingin adverseatientoutcomeskFor examplejn
astudy conducted by Hoffman et al., it was found that phosetdarities between thdrugs
Celebrexcelecoxib) Cerebyx(fosphenytoin)andCelexa(citalopram)edto medicatiorerrors
in clinical practice, highlighting the importance of distinct drug nomenclatGimilarly, a
study by Gentindemonstrated that medications wdimilar-sounding names, such as Zantac
(ranitidine) and Xanax (alprazolam), were frequently confused by healthcare professionals,

underscoring the need for heightened awareness and vigflance.

Errorsin medicatiomamedghatlook alike or soundalike (LASA) poseasignificantrisk
as they can be mistaken for each other, leading to potential harm to patients. For instance,
medicationdike mercaptamin@andmercaptopuringharesimilaritiesin theirnamesincreasing
thelikelihood of confusion LASA errorsoftenoccurdueto sharedinguistic propertiesetween
medicatiomamessuchasphoneticor orthographicsimilarities.Moreover factorslike similar
packagingtabletappearancestrengthyouteof administrationpr therapeutiendicationfurther
compoundherisk of errors.Healthcargroviders maynadvertentlycontributeto theseerrors
through miscommunication or misinterpretation of drug names with similar phonetic
characteristics. To address this issue, strategies like the use of Tall Man lettering have been
proposed. This method involves capitalizing specific letters in drug names to emphasize their
differences, thereby helping to mitigate medication errors related to phonetic confusions.

An imperative underscored, particularly in a prior investigation, is the necessity for
vigilant monitoring of medication usage among elderly patients. Challenges in adhering to
prescribed medication regimens were elucidated among elderly individualhgspstal
dischargé. As exemplified in the patient history within our study, the adoption and
augmentatiomf anelectronicprescriptiorframework particularlytailoredfor individualswith

compromiseanentalandsocialcapabilitiesareindispensableSuchsystemshouldbereadily
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accessibl¢o healthcargrovidersthroughcomprehensivdatabase® addresshe multifaceted
healthconcernsssociateavith medicatioruseamongtheelderly® Moreover the prioritization
of training for personnel involved in elderly care is paramount for the effective regulation of
medicatiorutilization amongthisdemographicLocal authoritiesandhealthcaredministrators
bear additional responsibilities in fostering an environment conducive to the safe and

appropriate administration of medications in elderly pati€hts.

In conclusion, proactive measures are urgently needed to address medication misuse
among vulnerable populations, particularly the elderly. Implementing comprehensive
strategiessuch as electronigrescriptionsystems anthrgetedpersonnel trainings crucialto
mitigate the risks associated with medication errors in this demographic. Additionally,
collaborative efforts involving healthcare stakeholders and policymakers are imperative to
ensurehe safeandeffectivedeliveryof pharmacotherapip elderly patientswvhile minimizing
theoccurrenceof medicationerrors.Furthermorephoneticconfusiondn drugnamegresent
significantchallengan medicationsafety,especiallyamongtheelderly population Healthcare
providers must remain vigilant and adopt strategies to reduce the risk of medication errors
stemming from phonetic similarities in drug names. Collaborative efforts between healthcare
professionals, medication safety organizations, and regulatory agencies are essential to

effectively address this issue and improve patient outcomes.
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DEMOGRAPHIC CHARACTERISTICS OF PATIENTS ADMITTING TO A THIRD
STAGE HOSPITAL EMERGENCY DEPARTMENT AND EVALUATION OF
EMERGENCY DEPARTMENT CLINICAL SERVICES: A FIVE -YEAR ANALYSIS

Onur Salih¢ e | i 'kAhneebhAk?, Dilek Atik 3,CesareddinDi k mé t a K
lKaraman Training and ResearchHospital, Department of EmergencyMedicine
2S e | Univkrsity,Department of EmergencyMedicine

3Karamanoglu MehmetbeyUniversity, Department of EmergencyMedicine
INTRODUCTION

Emergencyservicesareintendedo useresourcesn thecareof critically ill andinjuredpatients,

and the high patient density and applications to emergency services cause resources to be
allocated to those who do not actually need emergency care. In addition to all these, this

situation causes patients to wait longer in the emergency department, disruptions in the

diagnosis and treatment of patients with more serious health conditions, decreased service
guality and patient satisfaction, secuniglated problems and decreased productivity of

employees.

The aim of this study is to evaluate the demographic characteristics and clinical services
provided to all adult patients and pediatri c
Faculty of Medicine (S| TF) Emergency Departn
To contribute to the forward planning of emergency services and thus to provide faster, more

effective and more efficient emergency health services.
MATERIAL -METHOD

The tot al number of patients admitted to S| T
when the research was conducted, was determined as 2,145,147. A total of 381,063 patients
were admitted to the Emergency Department, including pediatric trauma patients ihthe O
agegroup and adult patients ove8 years of agéccording to thanformation received from

the hospital,demographicharacteristic¢éageand genderdistribution, distributionof patients
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by agegroups) triagecategoriestriagecategoriedy agegroups genderandtriagecategories,
applicationdaysandhours,averagdengthof stayin theemergencylepartmentaveragdength
of stay by triage categories. , the results of the patients, hospitalizations from the emergency
department, and the distribution of their diagnoses according to thd0GIagnosis coding

system were examined respectively.

RESULTS

The number of patients applying to SUTF Emergency Service was 19,491 in 2010; 59,668 in
2011; 76,148 in 2012; 83,881 in 2013 and 94,736 in 2014, It was determined as 47,139 in the
first five months of 2015As of the end of 2015, this number was determined to be 109,264
applications(Figure 1).

When theapplication rates are examined; 194,448 (51.08RM)e patients who applied to the
emergency ma |

(48.97%)

depart ment wer e e (average

33.17N22.74

age

were women (average age

When the triage categories of patients applying to the emergency department are evaluated
accordingo theirarrival time; In thevery urgentpatientgroup,the mostappliedtime periodis

between 19:00 and 23:00; Similarly, in the emergency patient group, it was observed that the
most applications were between 19:00 and 23:00. In theurgemt patient group, most
applications were made between 18:00 and 22:00. It was determined that while there were the
least applications during the night period between 28800, the number of applications
increased after 08:009:00.

Whentherelationshipbetweertriagecategoriemandagegroupswascompareda deterioration

in the triagecategory was observed as the age increased. This relationship was found to be
statisticallysignificant(Chi-square=803p<0.001) Whenthetriagecategoriesccordingo the
genderof the patientswereexaminedthe proportionof patientsdesignatedstriagel, 2 and3

in malepatientswas63.69% respectivelyTheseratesare54.56%and49.37%for womenand
36.31% respectively; It was 45.44% and 50.63%. When examining the triage categories
according to gender between two different groups, it was observed that male patient
applications were more common in Triage 1 and 2-€0niare=167; p<0.01).
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When triage categories of patients applying to the Emergency Department are evaluated
according to months; Very urgent applications are made mostly in September (n:114); The
fewest applications were made in May (n:64). In the emergency patient group, the highest
number of applications was in April (n: 14573); The fewest applications were made in June
(n:6428).In the non-urgentpatientgroup,the highestnumberof applicationsvasin March (n:
26,974);The fewest applications were madedimgust (n: 13,934)The average length of stay

of patientsin theemergencyepartmentwascalculatedas262 minutes Whentherelationship
betweertriage categorieandaverage lengtbf stayis examinedthe average lengthf stayis
203.1minutesin patientswith Triagel; It wasfoundto be314.4minutesin patientswith triage

2 and 269.1 minutes in patients with triage 3. When the average lergjtyafias examined
according to triage categories, it was seen that each group was statistically different from the
other (ANOVAtest; Post Hod estTukey HSPwas used for pairwise comparison of groups).
The average length of stay of urgent patients was significantly higher than the average length
of stay of very urgent and narrgent patients. The average length of stay ofermergency
patients was significantly higher than the average length of stay of very urgent patients
(p<0.05).

The departments with the highest number of hospitalizations from the emergency department
are the Orthopedics and Traumatology Service, with 5018 (20.47%) patients in the first three

departmentgespectively2811(11.47%)patientan CardiologyService(Cardiologylntensive

Care: 373, Cardiology Service: 2468); 2505 (10.22%) patients were in the General Surgery
Service (General Surgery Intensive Care: 146, General Surgery Service: 2359). The

departments with the least hospitalizations from the emergency department were the Pediatric
Emergency Service (7), the Physical Therapy and Rehabilitation Service (33) and the

Dermatology Service (33).

A total of 51,41 7consultationsvererequestedrom otherdepartmentsor patientsapplyingto
theEmergencyDepartmentluringtheperiodof thestudy.Accordingto the dataobtainedrom

the hospital database, when looking at the completion times of these consultations, the
departmenthatcompletegshemthefastesis; While it is aPhysicalTherapyandRehabilitation

clinic; The departments that completed it in the latest time were the Pediatric Surgery Clinic,
Orthopedicaand TraumatologyClinic andCardiologyClinic. Whenwe look at thereasongor

the delay, the relevant clinics request additional examination and imaging methods for the

patientsaftertheinitial evaluationtheinsufficiencyand/ordecreasén thenumberof assistant
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physicians working in these departments, some departments working oroa balsis and
delayed arrival to the emergendgpartment due to patient density or the patient's After
evaluation, it was determined that there were reasons such as not closing computerized

consultations from the system.

2010 2011 2012 2013 2014 2015

Figure 1. The number of patientsapplying to SUTF EmergencyService

DISCUSSION

The basic expectations of patients who apply to the emergency department are to receive fast
and qualified service and to have their health problems resolved as soon as possible. In our
study,theaveragdengthof stayof patientan theemergencylepartmentvasfoundto be262.2

minutes. In the study of Oktay et al., the average length of stay in the emergency department
wasfoundto be 3.3hours(3). Accordingto CDC datain the USA, theaveragdengthof stayis

3.2 hours (4). Iranother study, the average length of stay was found to be 241 minutes (5). In
the USA, the problem of hospitalization has been shown as the most important reason for this

length of time.

However, considering that the number of applications to the emergency department is

increasing, it is likely that more trained personnel and a larger area will be needed to maintain

the current patient flow rate. In current studies, it has been stated that reducing the density of
theemergencylepartmentanbeachievedyy increasinghenumberof applicationgo primary

care units, educating patients and reducing the workload, by increasing the number of nurses,
staff and physicians working in the emergency department, and by increasing the number of

intensive care and ward beds in the hospital (6).

In light of these data, the number of consultation requests is associated with patient diversity.
Emergency services are units where patient flow must be rapid. In order for the consultations

to becompletedassoonaspossible additionaltestsandrequestshouldberequestedasedn
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theresults and the patient should be admitted to the relevant departments quickly. Disruption
of consultations and delays in additional tests and requests may cause crowding in the
emergency department and cause patients and ambulances to turn away from the emergency

room door (7,8).

Due to the nature of emergency services, the patient population and diversity vary in many
centers, and data such as the number of consultations, hospitalization and referral rates may

vary.

CONCLUSION

With the development of emergency medicine in Turkey and around the world, computer
supported national databases should be established for patient information in all emergency
departments and these databases should be easily analyzable. Thanks to complete records,
collected data can be analyzed and published, improving the quality of emergency medical
services. In order to provide quality and effective emergency health services, emergency
medicine models should be evaluated considering their suitability for the society and the
training statusof the personneshouldbereviewed Thiswill bepossibleby analyzingthe data

obtained and evaluating the resusinual data should be taken into account when creating
personnel in emergency departments, and the staff characteristics of specialist physicians,
research assistants, general practitioners, nurses and health officers, paramedics, emergency
medical technicians, medical secretaries and caregivers should be reviewed in tezaithof
Crowded at certain hours. Necessary arrangements must be made for the working efficiency
andcomfortof thesepersonnelfor whom24-hourserviceis essentialPatientsshouldnothave

to wait for a long time and ideas should be generated to solve their problems. Knowing the
characteristics of patients applying to emergency departments is extremely important for the
guality of the service to be provided. In order to reduce inappropriate practices, patients must
be educatecandmadeawareof the urgencyof medicalsituations primary healthcareservices

mustbe providedeffectively,personnemustbetrained,emergencyerviceanustbe designed

to work efficiently, and they must be established correctly and effectively.
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Introduction

Kinesiotapeis atherapeuti@approactemployingelastictreatmentape,extensivelyutilized in

the management of sports injuries and various musculoskeletal conditions. Diverging from
conventional treatment modalities, tluknical practice is characterized by its focus on four
principaleffects.Primarily, it endeavors$o restorenormalmusclefunction,therebyfacilitating

the restoration of regular mobility in patients. Furthermore, it exerts a mitigating influence on
tissueedemandinflammationby augmentindymphaticandvascularcirculation. Thismethod

is tailored towards alleviating pain and rectifying potential joint dysfunctions (1, 2).

The Kinesio taping technique boasts a broad application spectrum, particularly within the
domain of sports injuries. This therapeutic modality is meticulously crafted to furnish robust
support for musculoskeletal pathologies (3). Recognized as a pivotal constituent of
multidisciplinaryrehabilitationregimensKinesiotapingplaysavital rolein enhancingthletic

performance, expediting pestjury recuperation, and mitigating movement constraints.

Shoulder joint dislocations, specifically glenohumeral dislocations, occupy a prominent
position among the most common joint dislocations observed in the human body. Primarily
anteriorin presentatioraccountingor approximately¥95%of casesthesedislocationdypically

occur when the arm is abducted and externally rotated, causing the humeral head to exert
pressurentheanteriorcapsuleandlabrum,thusresultingin glenoiddisplacementarticularly
noteworthy is the recurrence phenomenon, especially prevalent in young athletes, where the
rate of subsequent shoulder dislocations following the initial event can escalate to as high as
90%.

Urgent reduction stands as a critical intervention for shoulder dislocations, with various
reductionmethodsattheclinician'sdisposal Amongthesemethodsthe Cunninghantechnique
distinguishes itself for its versatility, particularly in emergency room settings, and its focus on
patient comfort (4). Subsequent to the reduction procedure, a conservative treatment protocol
is instituted. This entails immobilization of the affected arm in a shoulder sling to curtall
movement, alongside strategies aimed at reducing edema and alleviating pain, typically
involving the administration of nonsteroidal aimflammatory drugs. This holistic treatment
regimen serves as a robust approach towards mitigating potential complications arising from

shoulder dislocations.
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This case report elucidates the efficacy and implications of incorporating Kinesio Taping as a
supplementary therapeutic intervention in the comprehensive management of a patient post
shoulder dislocation reduction. Shoulder dislocations pose significant challenges in
rehabilitation, necessitating multifaceted approaches for optimal recovery. Following the
reduction procedure, the patient's rehabilitation journey encompasses not only immediate
stabilization but also lonterm functional restoration. Kinesiaping emerges aspaomising
adjunctin this continuumof care leveragingts purportedoenefitsn enhancingroprioception,
promotingneuromusculare-educationandprovidingmechanicasupportto the affectedjoint.

By exploringthe nuanceceffects angotentialoutcomef Kinesio Tapingwithin the context

of shoulder dislocation rehabilitation, this case report contributes to the growing body of
evidence informing clinical decisiemaking and optimizing patient outcomes in

musculoskeletal care.
CaseReport

A 29-yearold malepatientpresentedo the emergencylepartmenwith sudderonsetshoulder

pain while lifting his left arm above his head. The patient's vital signs were stable, and it was
determined that he had experienced two previous shoulder dislocations in the same shoulder.
His currentpainresembledhatof his previousdislocationsandwasratedas9 ontheNumerical

Rating Scale (NRS). Physical examination revealed an apprehension sign in the left shoulder.
Pain with movement was noted in the left shoulder joint, with the patient reporting minimal
discomfort when keeping his shoulder in adduction and internal rotation. Anterior shoulder
dislocationwasconfirmedon directradiographyReductionof the shouldeljoint wasperformed

in the emergency department using the Cunningham method without sedation or analgesia,
resulting in a posteduction NRS of 3. In addition to shoulder immobilization with an arm
sling, Kinesio Taping was applied for shoulder joint stabilization. The patient's NRS was
recordedasl after30 minutes He wasprescribeddexketoprofer25mgoraly, up to 75mgdaily
asneededOnthethird day,thepatientreportedno painduringatelephondollow-up, with an

NRS of 0 and did not require any analgesic throughout the treatment. He also expressed
satisfactionwith thetreatmentratingit 10 out of 10 on a satisfactionscalerangingfrom 0 to

10. Furthermorethepatientnoteda sensef continuoussupportprovidedby theKinesioTape,

based on his previous experiences with shoulder dislocations.
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Discussion

This case report outlines the successful management of a shoulder dislocation through the
adjunctive use of Kinesio Taping subsequent to reduction in the emergency department. The
favorable outcomes witnessed immediately fesdtction and during subsequent folloyw

underscore the efficacy of this treatment modality.

The literature highlights Kinesio taping as a {osk, nonrpharmacological, cosgffective
intervention postoperatively, with promising potential to ameliorate patient outcomes by
mitigating postoperativgpainandreducingrelianceon analgesicg5). This studyaimsto assess

the adjunctive use of Kinesio taping alongside conventional treatment modalities to decrease
analgesic consumption during the follmp period of a patient recovering from shoulder
dislocation.

Our patient exhibited a remarkable decrease in-ggakiction pain, and notably, during the
follow-up period, the pain entirely subsided without necessitating analgesic intervé&hisn.
observation aligns closely with findings documented in prior research studies focusing on
shoulder injuries. A systematic review highlighted in the existing literature suggests that
althoughKinesiotapingexertsa beneficialimpacton thetreatmentrajectory,its efficacydoes

not surpass that of placebo and steroid treatments (6).

Navigating the precise benefits of Kinesio taping amid the potential for spontaneous recovery
posesaformidablechallengeaconundrumilluminatedbothby existingliteratureandour own

clinical case Studieshavehighlightedthe advantagesf Kinesiotapingin managingecurrent
shouldedislocationsparticularlyin patientswith muscleweaknesse&’). This underscorethe
potential suitability of Kinesio taping for pain management and stabilization post shoulder
dislocation Neverthelessurtherresearchencompassingothclinical andneurophysiological
investigations, is imperative to delineate the underlying mechanisms comprehensively. To
enhance the applicability and understanding of Kinesio taping, future studies should employ
randomized controlled trials with standardized methodologies and substantial sample sizes.
Suchresearctendeavorsireessentiato elucidatetheclinical role andeffectivenes®f Kinesio

taping across various applications aodtexts.
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The Effectsof COVID -19 on PregnancyOutcomes:A Single-Center RetrospectiveStudy
EnesKaramant, Abdussame®/ural ?

1'Ni ] ¥ meHalisdemir University, Faculty of Medicine, Departmentof Obstetricand
Gynecology, Nijde, Turkey

2Ni ] ¥ ene Halisdemir University, Faculty of Medicine, Departmentof Emergency
Medi ci ne, Nijde, Turkey

Background: Themajority of researchindicateghat COVID-19 duringpregnancyelevateshe
likelihood of pregnancy complications. The present study aimed to explore the consequences
of COVID-19 infection on pregnancy outcomes.

Methods: This retrospective crossectional study includepregnant women with COVH219

at any time of pregnancyge, pregnancy history, medications, chronic diseases, CQ9ID
vaccination status, pregnancy complications (abortus, premature rupture of membranes
(PROM), pretermlabor, preeclampsiahleeding) andhospitalizatiorstatusof the patientswere
analyzed. Descriptive statistics were used for statistical analysis.

Results: During pregnancy followp, only one patient (2%) had PROM and two patients
(4.1%) had preterm labor. No abortions, preeclampsia, or bleeding was observed. There were

no in-hospital deaths during the pregnancy foHop

Conclusion: No association between COWI® infection and pregnancy complications,
indicating an increased risk, could be established. The pregnant women included in the study
hadno abortionspreeclampsiagr bleeding Furthermoretherisksof pretermiaborandPROM

were similar to those in the normal population.

Keywords: COVID-19, pregnhancyutcomescomplicationshospitalization
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Introduction

Physiological changes in the cardiopulmonary and immune systems during pregnancy make
pregnant women more susceptible to infectionsAddlitionally, these physiological changes

can also affect the mother's overall health and-tlhg, making it important for pregnant
women to take extra precautions to avoid infections and maintain theib&ed). During the
occurrence of a respiratory tract infection, the likelihood of both morbidity and mortality
increases because of the physiological changes that occur during this time. Specifically, the
increase in heart rate and oxygen consumption, expansion of the transverse diameter of the
thorax, and decrease in lung capacity due to elevation of the diaphragm can all contribute to a
decreased tolerance for hypoxia in pregnant women (2). In recent years, one of the most
significant threats to the world has been the emergence of a novel coronavirus, commonly
referred to as Covid9 (3). Studies during the pandemic have demonstrated that expectant
mothers and newborns are at increased risk of severe -8ARE2 infection. The symptoms
experienced by these patients are similar to those observed in other adults. Notably, patients

with Covid-19 may also experience obstetric complications, as observed in several cases (4).

The present study aimed to explore the consequences of COVilfection on pregnancy

outcomes.
Material Methods

This retrospectiverosssectionalkstudyincluded pregnant womenfected withCOVID-19 at
anystageof pregnancyDatawereobtainedrom thehospitalrecordsandantenataéxamination
databases. The study period was from January 1, 2022, to December 31, 2022. The study
analyzed the participants' age, pregnancy history, medications, chronic diseases;X20VID
vaccination status, pregnancy complications (including miscarriage, premature rupture of
membranes (PROM), preterm delivery, preeclampsia, and bleeding), and hospitalization.
Descriptive statistics (expressed as numbers and percentages) were used to analyze the data,

and statistical significance was set at P < 0.05.
Results

A total of 49 pregnantwomenparticipatedin the study. The averageageof the subjectswas
29.61yearswith astandardieviationof 5.70years(rangingfrom 19to 41 years).Themedian

numberof pregnanciesvas3, with arangeof 1 to 8. The mediannumberof live birthswas1,
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with arangeof 0 to 4, and thabortion ratevas 0, with aangeof 0 to 6. 20 (40.8%pregnant
women had a history of at least 1 abortion. Comorbidities were present in 36.7% of the
participanty n=18). Nine women(18.4%)did not useany medicationgluringpregnancyThe

most commonly used medications were vitamin supplements (iron/folic acid) (81.63%),
followed by lowmolecularweight anticoagulant agents (LMWA) (57.1%). The median
gestationahgeatthetime of COVID-19diagnosisvas16weekswith arangeof 1to 39 weeks.

Six percent (6.1%) of the participants were hospitalized due to CQ9ldfection.Among
theparticipantsy1.4%receivedCOVID-19 vaccinationDuring the pregnancyollow-up, only

2% of the women experienced preterm premature rupture of membranes (PROM), and 4.1%
experiencegretermlabor.No abortions preeclampsiagr bleedingwereobservedTherewere

no in-hospital deaths during the pregnancy folop: These result are presented in Table 1.

Tablel.Baselinecharacteristicsf the patients

Variables n (%), (total n =49)
Age,mean(SD)/ (min-max) 29.61(5.70)/ (19-41)
Numberof pregnancymedian(min-max) 3(1-8)
Numberof live births, median(min-max) 1(0-4)
Abortion rate,median(min-max) 0 (0-6)
Pregnantvith comorbidity 18(36.7)
Medicationduringpregnancy

Yes 40(81.6)

No 9(18.4)

Mostcommonlyusedmedications
Vitamins 40(81.6)
LMWA 28(57.1)

Hospitalizatiorfor COVID-19 3(6.1)
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COVID-19+gestationalveek, median(min- | 16 (1-39)
max)
COVID-19vaccinationstatus 35(71.4)
Complicationgduring pregnancy
PROM 1(2)
Pretermabor 2(4.1)
Abortion 0(0)
Preeclampsia 0(0)
bleeding 0(0)
Discussion

Pregnancy during the COVHD9 pandemic has raised concerns about poteraraplications

for both the mother and fetus. Studies have shown that pregnant individuals with @QVID

are at a greater risk of adverse outcomes tharpregnant individuals (5,6). Specifically,
severe COVIB19 infection during pregnancy has been associated with an increased risk of
pregnancyand birth complicationgarticularly in womerwith preexistingmedicalconditions

(7). In a study by Hao et al. examining the consequences of the COV/andemic on
uninfected pregnant women, a higher rate of adverse pregnancy outcomes, including preterm
birth, was reported in the pandemic group compared to thpgmeemic group (8). However,

in our study,we did notfind any evidenceghat COVID-19increasegregnancycomplications.
Hospitalization rates for COVH29 in pregnancy have been a significant concern due to the
potential impact on maternal and fetal health. Studies have shown that pregnant women with
COVID-19 havehigherratesof hospitalizationrcomparedo non-pregnanindividuals.Studies
indicate that pregnant women with COVI® are disproportionately hospitalized, with rates
ranging from 10% to 31% {®21). In our study, there were very few hospitalizations due to
COVID-19 among pregnant women followed up. We believe that a mild infection clinic in

pregnant women is the main reason for the low number of pregnancy complications.
Conclusion

Based on our findings, no connection was observed between CGO¥/IDfection and the
development of pregnancy complications that pose a heightened risk. Amopgegmant

womenwho participatedn our study,therewereno reportedcasesf abortion,preeclampsia,
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or bleeding Additionally, the risks of preterm labor and PROM were comparable to those in

the general population. Notably, there was no discernible increase in hospitalization rates

among pregnant women who tested positive for COV8D
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Karbonmonoksit Kntoksi kasyonu Sonrasé Geli«k

Enfar kt ¢ s ¢
Utku SarpCerit!, Abidin MusaK a p',&G& r Ka n u,¥tz & Bilm'

1 Recep Tayyip Erdojan | niAraxgdiétrensAciHD&st afh & ls d
Rize, T¢rkiye

¥ZET

Girick

Miyokardiyaliskemininprimernedenikoronerarterlerinaterosklerotik e z y o nKlirakte d & r .
zemininde Kkoroner arter hastal @& énén ol duju
tetikleyicif a k t deg 9°2nr¢, hdié u n d ur Buly ma ka#bargnonoksitehirlenmesi

nedeniyle acil serviste takip edilen ve son

enfarktg¢gseg tanéesé alan bir olguyu anl atteéek.
Olgu

33 yakénda erkek hasta kiddetl. bak ajreéeseée i
anénda al énan kan gazénda Karboksi hemogl obi
Karbonmonoksit i ntoksi kasyonu tanésé ile ta
hastada takiplerinin 1. saat. dol madan Kid
el ektrokardi-¥yogeamé&/rffdadedD2 vasyonl arénda ST s
Knferior akut miyokard infarkte¢gseg (AMI) °n ot

ve tedavi amacéyla koroner yojun bakéem ¢nite
Tart €Kk ma

Karbonmonoksitntoksikasyonunumiyokardi n f a r kdl & s rpee & a n i tamolaraké
anl akéel amaméxkter, ancak -eki tli ol ase me K
karbonmonoksitiraterosklerotikplaklardainflamasyonwa r t € trambosit@ktivasyonunwe

agregasyonuna r t & enuaeh & ,cfroen k s i yooorzlmeens @s &tgnuseetkilemesi
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say el Bubnielkiam.i z kombinasyanukarbonmonoksitzehirlenmesininmiyokard
enfarkt¢gseg riskini arterabilecejini g°ster me
Sonu-
Tanayack maufenny a rdged saéyzl bir anarhnezy a ktakipvek i k ©y et gel i K
halinde yapeélacak seri el ektrokardiyogram (E
Anahtar Kelimeler: Karbonmonoksitntoksikasyonumiyokardi n f a rakilt ¢ s ¢ ,
StSegmentE | ev aMty@acrad ché alr ca | éloodarbamrgonoxidel nt ox écat € on
Utku SarpCerit!, Abidin MusaK a pH&G& r KWa n u,¥tz a Biln
1 RecepTayyip Er d o Dravarsity Medical Faculty Training and ResearchHospital,
Emergency Department, Rize, T¢rkiye
ABSTRACT
Introduction

The primary cause of myocardial ischemia is atherosclerotic lesions of the coronary arteries.
Triggering factors such as carbonmonoxtteuld also be taken into consideration in patients
whose clinical background we know to have coronary artery disease. In this article, we
described a case who was followed up in the emergency department due to carbonmonoxide
poisoning and subsequently diagnosed with ST segment elevation myocardial infarction.

Case

A 33-yearold male patient applied to the emergency room complaining of severe headache.
The patient'sCarboxyhemoglobifCOHDb)level wasfoundto be26.4%in thebloodgas taken

at the time of admission. The patient, who was kept under observation for-tgl@amnd
treatment with the diagnosis of carbonmonoxide intoxication, developed severe chest pain
beforetheendof thefirst hourof follow-up. ST segmentlevationwasobservedn leadsD2-3

and aVF on the simultaneouslytaken electrocardiogram.The patient was consultedto
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cardiology with the preliminary diagnosis of inferior acute myocardial infarction (AMI) and

was admitted to the coronary intensive care unifdibow-up and treatment.
Discussion

The mechanism by which carbonmonoxide intoxication causes myocardial infarction is not
fully understood, but several possible mechanisms have been proposed. These include carbon
monoxideincreasingnflammationin atherosclerotiplaguesincreasinglateletactivationand
aggregationglisruptingendotheliakell functionsandaffectingvasculatone.Thecombination

of these mechanisms suggests that carbon monoxide poisoning may increase the risk of

myocardial infarction.
Conclusion

The way to reach a diagnosis is a detailed, unbiased anamnesis, closaufpliand serial

electrocardiogram (ECG) and cardiac enzyme monitoring in case of complaints.

Keywords: Carbonmonoxidéntoxication,myocardialinfarction,emergency

GKRKK

Karbonmonoksit (CO), fiziksel czelli kleri a -
czell ikl eri nedeniyle fAsessiz katil o6 ol arak
bul @)k aak] r(®B4a6)dispne(%20)vet a K i (kodljgibiis k0 r seémptomlarla
karkéeméza -éeékabilir. CO6in hemogl obine (Hb)
240 kat fazladéer ve Hboée bajlanarak, onun ok

Miyokardiyaliskemiyik & s migo&ardiyumasunularoksijenintalebik ar Kk € | a glaaaka ma s é
t anéml akng @Bnkdenikoronerarterlerinaterosklerotik e z y o nHlirakte getninde .
koroner arter hastal éjénén oldujunu bildi7jir
bul undur Bulolgusunéntidakoronerarterh a s t hakayésjolan,karbonmonoksit

zehirl enmesi il e tetiklenen bir akut miyokar

OLGU
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33 yakénda &erkek hasta deécxk mer keze Kiddet|

Ki kayetlerinin 2 saat ©°nce bakl adled ejneénw ei fay

ediyor. ¥zge-mi kKinde koroner arter hastal éj
Asetilsalisilik asit, tikagrelor, atorvastat
Fizi k muayenede vital parametrel er.i stabil,
bozukl uju yok. N°rolojik muayene doj al. Has
patol ojik bulgu saptanmadé (keki/l 1) . Bakvur
mmHg , HCO3: 24,9 mmol / L, Lac: 1, 8 mmol / L, C

Karbonmonoksiintoksikasyonua a n éoksgeye semptomatikedavib a k | atakipa latké n a
a | é Hadtaakiplerininbirinci saatidolmadark i d d  f ajsrtaited.E K GO s D28d e
ve aVF derivasyonlarénda ST seghmMdht°rlttamsy®

kardiyolojiye kons¢lte edilen hasta takip Ve
interne edildiHast anén yapélan koroner anjiografi i
arterdeki plak | ezyonlaré ile uyumlu ol duju
CO intoksikasyonu sonrasé inferior derivasy
dejerlendirilen hasta i-in medikal izl em kar

R AN AN %,t:w\t,/\m‘_/u‘r’djf }

k e KliBla k vaurr éua d am k@0 s akutmhtelojik bulguyok
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segment elevasyonu

TARTI k MA

Karbonmonoksit a t kek&isuzrenksizveirritan olmayanbirg a z Bui®rz.e | Inedé&niyle r i

Asessiz °ld¢gregcegd0 olarak da tanéemlanméxkteéer .|
otamdag el i ken her hangi bir yanma reaksiyonu so
veya yangéna bajlé olarak ortaya - AKBDDIdEO ga
zehirl enmeye bajleée °1l ¢m nedenl eri araseénda
°l ¢mle sonu-Ilanan zehirlenme vakal aréenén yak
'l kemi zden CO zehirl enmesi sonucu miyokard
il kemi zde CO zehirlenmesinin sék ol masénén n
ol mase, k°m¢gr kull anéménén yaygeénl éejé, doj al

k°m¢r ve dojalgaz kull anémé konusunda yeter|l

Akut CO zehirl enmesi ; mi ni mal semptoml ar dan
veyaakut solunurkadgreoerrderzé dc ¢ i har k| ésahkplolabilii Kk pr e
[6]. Santr al sinir Si st emi ve kardiyovask¢l er

seviyelerigerektirir ve hipoksiyek a r- koat u y aistéméerdir.CO zehirlenmesing | i K ki n
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sayélabilir. Bu mekani zm
I skini artérabilecejini
bakl angé-ta CO zehirlen

mi yokard enfar kt-¢eskgl cogedliirk meHsais tdainkeknatbakvur us
analizi, y ¢ ksek COHDb seviyelerini dojrul ami
Mi yokard enfarktg¢gseg belirtileri, hastanén ¢!
-ékmexkter. Bu, CO zehirl enmesi sonraseé miyo
gerektijini vurgul ar .

Bu vakada, hastanén er ken tané Ve uygun t
y 2 nl en dinreintlkhigdsarde. n f a rglbitciddsbyg komplikasyorg e | i Kk thastai nd e,
uygun bir kekilde kardiyoloji uzmanl ar éna dze
sajl ek profesyonell erinin benzer duruml ar da

mi yokard

gibi, hastatakibininy o J aIn meededirtilerortaya- € k t éjée arg dl & etenénie® n e mi

vurgul anmal edeér .
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CRP of viral and bacterial pneumoniain hospitalizedgeriatrics: EmergencyMedicine

AsT gr Kant,B e tEgrénG ¢ | 'aMepmetH ¢ s a m&R Kk k i*yNalknAk a3 & n

1B a k kUminetsity Facultyof Medicine,Departmenbf EmergencyMedicine

B a k kUminetsity Facultyof Medicine,Departmenbf Biochemistry

Introduction: Theaimis to clarify thefirst CRPlevelstestedn EmergencyDepartmen{ED)

comparing of viral and bacterial pneumonia patients as a hospitalization criteria in geriatrics.

Methods: It is a retrospective study that is researched from the database on Nucleus, lung
imageson ClearcanvadnclusioncriteriaarebeingO 6 yearsold, hospitalizedwithin indication
of pneumonia between 01.12.2023.02.2024, evidenced of pneumonia in imaging.

Results: There was a total of 74 patients. 46 (62.2%) of the patients were diagnosed with
bacterial pneumonia and 28 (37.8%}h viral pneumonia. While the average age of patients
diagnosedvith bacterialpneumoniavas76.3N 8.4 years;it was77.3N7.4in thosediagnosed

wi t h (p 0.630). The mean
al pneumonia, 68.3 N
(p<0.001). Table 1 demontrates the mean CRP values of bacterial and viral pneumonia along

viral pneumoni a

wi t h

patients bacteri

with a comparison. Figure 1 specifies the difference on diagram.

Conclusion: The time period was involved mostly bacterial pneumonia patients required
hospitalization Beside CRPatED in hospitalizedyeriatricscaused/iral pneumoniavasfound
lower than the bacterial ones.

Key words: Emergencyedicine,Geriatrics PneumoniaCRP,Hospitalization
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Figure 1. CRP difference betweenbacterial and viral pneumonia.
Bacterial Viral p
(n=46) (n=28)
CRP 143.794 N 68. 45N 0.001*
Age 76. 84 KN 77.R4 KN 0.630

*independensamplet test

Table 1. The meanCRP valuesof bacterial and viral pneumoniaalongwith acomparison.
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DEATH IN THE EMERGENCY DEPARTMENT CAUSEDBY INABILITY TO
RECOGNIZE THE ENVIRONMENT

BilgehanDemir,MuhammecE y y Rolat

Abstract:

Bacillary peak clinical syndrome, which causes a picture with alternating changes, amnestic
states, involuntary movements, and hallucinations due to distal bacillary artery occlusion, is
most frequently referred to the service as loss of consciousness (46.6%) and change with
emergency (26.6%). .(1) The most common behavioral changes are the amount of
environmental perception and hallucinatiohbis situation is seen as an abnormality or often
normal situations during examinations in the emergency room. The fact that he has been in
middle age for many years leads to the conclusion that the deterioration in his behavior is due
to his life. The mortality rate of basilar artery occlusion is 86%(2). We determined that two
cases, including one eyewitness, that we caught in a short time, were caused by bacillary hill

therapy. We tried to emphasize the importance of assessing the damage in these patients.

Casel:

1 A 53yearold male patient was brought to the emergency room due to sudden
confusion. The only etiology was heart failure. No abnormal values were observed in
the patient's blood tests, except for CRP: 1.3 mg/dVdB€: 18.34. On examination,
there was no neck stiffness, breathing sounds were normal upon auscultation, and skin
color and natural vitals were evaluated as normal except for high blood pressure
(180/95). In the electrocardiography (echo), ejection fraction was 60% and no valve
movement limitation was detected. The patient's magnetic resonance imaging (MRI)
andbraintomography(CT) wereevaluatedasnormal(Figurel). The patient,who was
disorientedrom timeto time, wasfollowed up astherewasnoimprovemenin thelevel

of consciousnes3.oxicological markers and urine tests were studied and evaluated as
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normal. The patient was evaluated as normal by the neurology and cardiology
department concentrations. The patient, who was followed up in the emergency room
for 10 hours, had no change in his condition and the blood pressure continued to be
190/100. CT and MRI images were repeated to check for sac and hypertensive
encephalopathylhe patient's CBcan was also normal, but it was determined that the
patient had an infarction in thmcillary area on MRIThe patient was consulted again

to neurologyandwith the preliminarydiagnosiof bacillaryapexinfarction(Figure2),

the patient was admitted to intensive care and treatment was started.
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A 38yearold female patient was brought to the emergency room due to a sudden change in
consciousness that started at night. He was unconscious and had a decerebrate response to
painful stimuli. Etiology included a history of migraine, hypertension and thyroid surgery.
Therewereno abnormalfindingsin the patient'sblood testsexceptCrp: 0.7 mg/dl andWhbc:

15.30. Brain CT was evaluated as normal. diff MRI showed acute infarcts in the posterior
systemandocclusionin thebacillaryartery. Thrombolytictreatmeniwasstartedfor the patient

andno changewvasobservedn hisclinical condition.The patientwasreferredto the university

due to the need for interventional radiology and intensive care.

Discussion:

CerebroVascular Disease (CVD), which develops due to bacillary artery occlusion, accounts
for 4% of all CVDs. Bacillary apex syndrome causes a clinical picture with various loss of
consciousness, amnestic states, involuntary movements and hallucinations due to distal
bacillary artery occlusion (3). In the etiology of the disease; Congestive Heart Failure (CHF),
Coronary Artery Disease (CAD), Atrial Fibrillation (AF), Diabetes Mellitus (DM),
HypertensionHT). Our patientvas alsdncluded inthe etiology of CHF.DM is arecognized
independent risk factor for LVH and its associated morbidity and mortality are higher. (4)
Kerojlu et al. reported that the most commor
and loss. Loss of consciousness (46.6%), visual/oculomotor symptoms (43.3%), cerebellar
dysfunction (40.0%), behavioral disorder (26.6%) and speech disorder (16.6%) were
detected(1) .

Results:

Large lesions involving the thalamus, cerebellum and midbrain are observed in Tobs. The
disease is observed more frequently in men than in women. Clinical course of the disease:
Visual and oculomotor disorders, changes in mental status, behavioral disorders, cerebellar
disorders and hallucinations. (1) For this disease, which results in death and whose initial
symptomsarefrequentlyseenn emergencyoomsanddo not suggesseriousliness,evenone

patient to be detected is of vital importance, thanks to the clinicians being more careful and
aware of TOBS.
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Evaluation of patients diagnosed with acute appendicitis in terms of laboratory

parameters
Handan4 A F [iToé AN ISYWY S Badas{ Nf No

1Departmentof Emergencyedicine,Universityof HealthSciencesBursaYuksekhtisas

Training and Research Hospital, Bursa, Turkey

2Department of Anesthesiology and Reanimation University of Health Sciences Beyoglu

Eye Training and Research Hospital
3Departmentof GeneralSurgeryKafkadJniversity Facultyof Medicine Kars,Turkey
Abstract

Introduction and Purpose: Acute appendicitis is the most common condition requiring
emergencybdominakurgeryglobally, with no specificdiagnostianarkerdefinedsofar. This
studyaimedto determinghe predictivevalueof hemogramandbiochemicalparameteri the
differential diagnosis of acute and complicated appendicitis, along with clinical findings, in

patients diagnosed with acute appendicitis.

Materials and Methods: Ourstudywasconductedn aretrospectiverosssectionadesignon

381 patients (209 male and 172 femal e; aver
acute appendicitis between 2014 and 2019, wotinplete file data. Patients were categorized

into threegroups:normal = 23), acutdn = 318),andcomplicated if = 40) appendicitisand
theirhemogranmandbiochemicaparametersvereanalyzedDescriptivestatisticsthe Kruskal

Walllis H test,the OneWay AnovaF, thechi-squardestfor categoricalvariablesandreceiver
operating characteristic curve analysis were used to determine the diagnostic performance of
variables. Multiple logistic regression analyses to determine significant predictive factors of
complicated appendicitis were used to evaluate the datp-v&lue < 0.05 indicated a
statistically significant difference.

Resultsand Conclusion: Theneutrophilpercentag&vasstatisticallysignificantlyhigherin the
complicated group than in the normal gropp=(0.003). The @eactive protein (CRP) levels

were statistically higher in the complicated group than in the normal and acute greups (

0.001). Theneutrophilpercentagshoweda 75.00%sensitivityand47.06%specificity ([area
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under the curve [AUC] = 0.639, 95% confidence interval [CI] = 0.8583,p = 0.004]),
whereas the CRP level demonstrated 97.50% sensitivity and 26.98% specificity in predicting
complicated appendicitis (AUC = 0.754, 95% CI = 0i8¥829,p < 0.001). The multiple
logisticregressioranalysisevealedhatpatientswith high neutrophilpercentagesada2.313

fold higherrisk of havingcomplicatedappendiciticomparedvith theothers([oddsratio[OR]]
=2.313,95%CI = 1.085 4.928,p = 0.030)andpatientswith high CRPlevelshad12.67#fold
higherrisk to havecomplicatedappendiciticomparedvith the others(OR = 12.677,95% Cl

= 1.71393.987,p = 0.013). High neutrophil percentage and CRP values showed that acute
appendicitis was likely to be complicated. The diagnosis of appendicitisuligfactorial.
Therefore, evaluating patients together with clinical and laboratory parameters may help

diagnose appendicitis.

Keywords: AcuteappendicitisComplicatedappendicitisEmergencydepartment

INTRODUCTION

Acute appendicitis is the mostommon problem requiring emergency abdominal
surgery globally with a lifetime prevalence of 7886. Therefore, abdominal emergency
surgery is the most often performed surgical procedure playing an essential role in the
healthcare system (1). Men and women have an 8.6% and a 6.9% respectively lifetime risk of
developingacuteappendicitisTherisk of perforationin patientswith acuteappendicitiganges
from 13 to 20 (2).

The obstruction of the appendix lumen for various reasons results in an increase in the
production of mucus and bacterial proliferation in the lumen. This progresses to a gradual
increase in pressure in the lumen, an increase in appendix wall tension, necrosis, and
perforationandthusis a significantcauseof mortality (3). Acuteappendicitiscanbe classified
as a normal (without any signs of inflammation), simple uncomplicated, and complicated
(gangrenous, perforated, pelvic, or abdominal abscess) appendix based on its microscopic
appearance (1).

Acute appendicitishas a higlprevalence; howevetts diagnosigs difficult becausef
its atypicalclinical presentationTherefore, thgg a t i hestoty, physicalexaminatiorresults,

andlaboratoryparameterseedio beevaluated4). Nauseayomiting,andabdominajpainfrom
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the periumbilical area to the right lower quadrant are the most common symptoms of acute
appendicitisDefense, reboundyr percussion tenderness suggests local peritofsmy s i ng 6 s
sign(palpationof theleft iliac fossacausingpainin therightiliac fossajandpsoassign(passive

hip extension, causing pain in the left lateral position) have limited diagnostic value for acute
appendicitis (2). The body temperature gener
suggestperforation(5). Therisk of appendicitiss extremelylow if thepatientshaverightiliac

fossa pain without any signs of peritonism and their blood test results and ultrasound scan are
normal. (2). Although ultrasonography is the most recommended radiological method,
computedomographyhasbecomehe mostwidely acceptedmagingmethodin adultpatients

(1, 3). The Greactive protein (CRP) level, white blood cell (WBC) count, and bilirubin level
have been defined as markers, especiallgeriorated appendicitis (6, 7). The CRP level is
morelikely to increasen patients whoseymptoms persist fayver 12 hoursTherefore, deft

shift (combination ofmorethan 75% neutrophils) withl@gh WBC count and high CRRvel

increases the sensitivity to 97%0% for diagnosing acute appendicitis (5).

This study aimed to determine the predictive value of hemogram and biochemical
parameters in the differential diagnosis of acute and complicated appendicitis together with

clinical findings in patients diagnosed with acute appendicitis.

MATERIALS AND METHODS

Ethical considerations: This retrospective crossectional study was approved by the
| ocal ethics committee of the Deanods Office
30.04.2019 and numbered 805763&0-99/125).

Study design: In this study, the medical records of patients diagnosed with acute
appendicitis in the emergency department and general surgery outpatient clinic of Kafkas
University Faculty of Medicine Health Research and Application Hospital between January
2014andMarch2019wereanalyzedPatientsvho underwenticuteappendicitissurgeryin the

same hospital were included in a retrospective esestional research design.

Population and sample of the studyNo sample selection method was used in this
study. The patients diagnosed with acute appendicitis, whose file data were complete, were
included in the study. Patients aged less than 18 years, whose data were incomplete, were not

includedin the study.A total of 622 patientfiles were analyzedwithin the scopeof the data
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collectionform; 381 patients(172femaleand209 male;meanage35.90N 16.16[rangel8i 84]

years) were included in the study after excluding 241 with missing data.

Data collection form: A data collection form was used to examine the patients
diagnosedvith acuteappendicitisP a t i ag@sexsandpresentingcomplaintsvererecorded
onthisform. Patientswith incompletedataandthosewith ahistoryof GilbertsyndromepPubin-

Johnson syndrome, alcoholism, viral hepatitis, liver diseadaliary disease associated with
hyperbilirubinemia were excluded. Considering the upper limits of the hospital laboratory
valuesin the study,thefollowing resultswererecordedn the datasetWBC count= 3.7 10.4

I 3@L; neutrophi |l 17p.4%; oemtropht goant =1.83 98. Fl% L1;0
lymphocyte percentage = 16.1%8.7%; lymphocyte count = 0.9 . 7 3 ¢ 11;0 monocy't
percentage 3.8% 11.1%;monocytecount= 0.3 0.91 10% ¢ &osinophipercentage 0.8%
7.3%;eosinophilcount=0.1i 0.61 10 & hemogran+ 10.8 15.1g/dL; hematocrit 32.7%

45%; platelet count =148 71 [ e L0 al anine ami noti3aWISf er as e
aspartate aminotransferase (AST) leveli3DU/L; alkaline phosphatase (ALP) level =40

130 U/L; gammaglutamyl transferase (GGT) level 336 U/L; lipase level = 1360 U/L;
amylasdevel = 28 100 U/L; total bilirubin level = Oi 1.2 mg/dL; directbilirubin level= 0i 0.3

mg/dL; CRPlevel = 0 0.5 mg/dL; glucose level = YQ00 mg/dL; urea level = 160 mg/dL;

creatinine level = 019.9 mg/dL; lactate dehydrogenase (LDH) level =123 U/L; and

albumin level = 3.65.2 g/dL.The patients were classified into three groups: normal Z3),

acute(n = 318),andcomplicatechppendicitign = 40) (perforatedgangrenousandsuppurative
appendicitis).

Statistical analysis

Statisticalanalysesvereperformedusingthe StatisticalPackagdor the SocialSciences
20.0packagerogram(IBM CorporationArmonk,NY, USA). HistogramsandQ-Q plotswere
usedto determinevhetherthevariableswverenormally distributed. Thedatawereexpresse@s
mean N standard deviation or median (first
according to the normality of distribution and as frequeusrcentage) for categorical
variables. Normally distributed variables were analyzed with an@eanalysis of variance
(ANOVA F) . Pairwise comparisons of these v
T a mh ates&d@éendingpnthehomogeneityf variance Non-normallydistributedvariables

wereanalyzedusingthe Kruskal Wallis test.The pairwisecomparisonsf thesevariablesvere
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performed using the Bonferroni correction method. The categorical variables were analyzed
using the chisquare testslhe diagnostic performance of the variables was evaluated with the
receiveroperatingcharacteristi¢ROC) curveanalysisandperformancendicators(sensitivity,
specificity,accuracypositivepredictivevalue (PPV),andnegativepredictivevalue).Multiple

logistic regression analysis (forward conditional method) was performed to determine
significant predictive factors of complicated appendicitis. Jaited p-values less than 0.05

indicated statistically significant differences.

RESULTS

Themalepercentagavassignificantly higherin thecomplicatedyroupthanin theother
groups(p = 0.024).A total of 96 (25.20%)ases wereeportedn spring, 94(24.67%)casesn
summer, 91 (23.88%) cases in autumn, and 100 (26.25%) cases in winter. The frequency of
reported cases in seasons was statistically simplaxr 0.269). In addition, no significant

differences were found between groups in terms of age and seasons (Table 1).

Table 1. Summaryof patientcharacteristics

Classification

~ Complicated
Normal Acute appendicitis o
appendicitis
(n=23) (n=318)
(n=40) p
Age 28(2171 43)  31(227 44) 40 (251 55) 0.077
Sex
Female 14(60.87%) 147(46.23%) 11(27.50%) 0.024
Male 9(39.13%)  171(53.77%) 29 (72.50%) '
Season
Spring 8 (34.78%) 76 (23.9%) 12(30.00%)
Summer 5(21.74%) 81(25.47%) 8 (20.00%) 0.269
Autumn 1 (4.35%) 81(25.47%) 9 (22.50%) '
Winter 9 (39.13%) 80(25.16%) 11(27.50%)

Thedataareexpressedsmedian(first quartileto third quartile)for continuousvariablesaccording

to normality of distributionandasfrequency(percentagefor categoricalariables.
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The lymphocyte counts were significantly higher in the acute group than in the complicated
group 0 = 0.007). The eosinophil counts were significantly higher in the acute group than in
thecomplicatedgroup(p = 0.028).The neutrophilpercentageweresignificantly higherin the
complicated group than in the normal gropp=(0.003). The lymphocytpercentages were
significantly lower in the complicated group than in the normal and acute gnoup3.010).

The eosinophil percentages were significantly lower in the complicated group than in the
normalandacutegroups(p = 0.029).No significantdifferencesvereobservedetweergroups

in terms of WBC countd(= 0.543) and monocyte percentages 0.974) (Table 2).

The creatinine levels were significantly higher in the complicated group than in the
normal group§ = 0.027). The CRIRevels were significantly higher in the complicated group
than in the normal and acute groups<(0.001). The calcium levels were significantly higher
in the acute group than in the complicated gropp=(0.016). The amylase levels were
significantlyhigherin theacutegroupthanin thecomplicatedyroup(p = 0.018).No significant
differences were found between groups in term8 %t levels p = 0.101),ALT levels (p =
0.110),ALP levels o = 0.434), GGT levelsp(= 0.272), total bilirubin levelsp(= 0.266), and

other biochemical markers (Table 2).

Table 2. Summaryof hematologianarkers

Classification

Acute appendicitis Complicated
Normal(n=23)

(n=318) appendicitign=40) p
WBC 10.15(7.97 14.9) 12.1(97 14.6) 11.45(9.67 14.2)  0.543
Hemoglobin 13. 209 N 14. @12 N 13. 288 N 0.174
Hematocrit 40. 61 N 42. a3 N 41. 389 N  0.200
Neutrophil 7.94(4.841 13) 8.9(6.337 12.1) 9.18(7.39i 11.9) 0.427
Lymphocyte  1.6(1.047 2.37)® 1.73(1.2i 2.3)2 1.38(0.92i 1.67)® 0.007
Monocyte 0.61(0.451 0.8)  0.68(0.44i 0.9) 0.7(0.52i 0.96)  0.538
0.12 (0.081 0.21)

Eosinophil ab 0.14(0.10i 0.20)*  0.10(0.08i 0.15)® 0.028
Neutrophil(%) 7 2. 80 N : 74.68N11.28% 79.98 PN €0.003
Lymphocyte 11.43(7.77 14.15)

(%) 20.3(7.37 28.2)2 15.5(9.5i 22.7)2 b 0.010
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Monocyte(%) 6. 0Z41N 6. 1%69 N 6. 0278 KN 0.974
Eosinophil(%) 1.1(0.77 2.3)2 1.1(0.87 1.88)2 0.9(0.67 1.53)>  0.029
249.5 (206.5 i
Platelet 274(21271 305)  240(2047 287) 290.5) 0.244
Glucose 102(88i 123) 100(917i 115) 100(92.57 118.5) 0.634
Urea 25 (181 29) 28 (2071 34) 29.4(237 35.5) 0.179
Creatinine 0.69(0.591 0.82)* 0.78(0.63i 0.91)® 0.86(0.72i 1.00)° 0.027
AST 16 (127 21) 18 (1571 24) 17 (147 21) 0.101
ALT 14 (107 16) 17 (127 24) 15.5(11.5i 25) 0.110
ALP 67 (581 95) 74(631 93) 78 (641 103) 0.434
GGT 10(61 23.5) 12 (71 22) 16 (81 27) 0.272
1221 (269 i <0.00
CRP 0.81(0.351 3.67)* 1.93(0.45i 5.43)* 18.38)° 1
Totalbilirubin ~ 0.46(0.327 0.93) 0.69(0.43i 1.02)  0.72(0.44i 1.22) 0.266
Directbilirubin  0.18(0.1i 0.34)  0.2(0.14i 0.3) 0.22(0.1571 0.37) 0.261
Amylase 50.29 N :56.87 N 244.00 W 10.018
Lipase 18 (127 35) 23(181 30) 21.5(1571 26) 0.124
Albumin 4.17(3.811 4.45) 4.2(3.7i 4.62) 4.08(3.361 4.4)  0.150
LDH 211(1617 228)  207(174i 250) 199(1791 236) 0.984

ThedataareexpressedsmearNstandardieviationor median(first quartileto third quartile)
for continuousvariablesaccordingto normality of distribution.Samelettersdenotethe lack
of statisticallysignificantdifferencesetweergroups.

The evaluation of certain markers wittetermined cutoff points revealed that 30
(75.00%) patients in theomplicated group, 11 (47.83%) individualstie normal group, and
169 (53.31%) patients in the acute group had high neutrophil percenpage8.926). In
addition,39(97.50%)patientsn thecomplicatedyroup,15 (65.22%)individualsin thenormal
group,and234(73.58%)patientsn theacutegrouphadhigh CRPlevels(p = 0.002).Noneof
the individuals had high lymphocyte percentages. No significant differences were found
between groups in terms of high WBC coumis=(0.180), high monocyte percentages=(
0.882),high AST levels(p = 0.708),high ALT levels(p = 0.471),highALP levels(p = 0.472),
high GGT levelsg = 0.461), and high total bilirubin levelp € 0.606) (Table 3).
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Table 3. Summaryof caseswith high cutoff pointsfor certainmarkers
Classification
~ Complicated
Acuteappendicitis
Normal(n=23) appendicitis
(n=318)
(n=40) p
WBC ( @0.4) 11(47.83%) 211(66.56%) 25(62.50%) 0.180
Neutrophil( @5.4%) 11(47.83%)? 169(53.31%) 30(75.00%)° 0.026
Lymphocyte( @8.7%) 0 (0.00%) 0 (0.00%) 0 (0.00%) N/A
Monocyte( @1.1%) 1 (4.35%) 13(4.10%) 1 (2.50%) 0.882
AST( 32) 1 (4.35%) 29(9.12%) 4 (10.26%) 0.708
ALT ( 8B) 1 (4.55%) 39(12.26%) 6 (15.00%) 0.471
ALP ( @05) 4 (17.39%) 36 (12.00%) 7 (17.95%) 0.472
GGT( ®6) 4 (20.00%) 30(10.83%) 4 (11.43%) 0.461
CRP( 0.5) 15(65.22%)? 234(73.58%)? 39(97.50%)° 0.002
Totalbilirubin ( ©.2) 4 (17.39%) 59 (18.55%) 10(25.00%) 0.606
Thedataareexpressedsfrequency(percentagefpr categoricalariablesSamdettersdenote
thelack of statisticallysignificantdifferencesetweergroups.

The neutrophil percentages (075. 4 %) dem
specificity,50.00%accuracy14.29%PPV,and94.12%negativepredictivevaluefor predicting
complicated appendiciti¥he area under tHROC curvewas0.639(95% CI=0.556 0.723,p
= 0.004). The CRP levels (00.5) exhibited 9

accuracy, 13.54% PPV, and 98.92% negative predictive value for predicting complicated
appendicitisTheareaunderthe ROC curvewas0.754(95%CI1 =0.679 0.829,p0<0.001).The
WBC counts, lymphocyte percentages, monocyte percentages, AST AvEl&gvels, ALP

levels, GGT levels, and total bilirubin levels could not be used to predict complicated

appendicitis (Table 4).
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Table 4. Performancéndicatorsof complicatecappendicitis

Cutoff Sensitivity Specificity Accuracy PPV NPV AUC (95.0%Cl) p

0.498 (0.403 i 0.961
WBC 0104 6250% 34.71%  37.63% 10.12% 88.72% 0.592) '
Neutrophil o) 0.639 (0.556 i 0.004
(%) 75.4% 75.00%  47.06%  50.00% 14.29% 94.12% 0.723) '
Lymphocyte O 0.357 (0.278 i A
(%) 48.7% 0.00% 100.00% 89.47% NI/A 89.47% 0.436)
o 0.521 (0.414 i 0.664
Monocyte(%) 11.1% 2.50% 05.88%  86.05% 6.67% 89.32% 0.628) '
0.437 (0.341 i
; 0.197
AST 032 10.26%  91.20%  82.89% 11.76% 89.88% 0.533)
0.487 (0.393 i
; 0.786
ALT 033  15.00% 88.24%  80.53% 13.04% 89.82% 0.581)
0.536 (0.433 i
) 0.462
ALP 0105 17.95%  87.62%  80.11% 14.89% 89.84% 0.639)
0.582 (0.486 i
) 0.110
GGT 036  11.43%  88.55%  80.42% 10.53% 89.46% 0.679)
0.754 (0.679 i
] <0.001
CRP 005 9750%  26.98%  34.38% 13.54% 98.92% 0.829)
0.545 (0.443 i
0.354

Totalbilirubin  01.2  25.00% 81.52% 75.59% 13.70% 90.26% 0.646)

AUC: Area underthe ROC curve; Cl: confidenceinterval; NPV: negativepredictive value; PPV: positive
predictivevalue.
The logistic regression analysis was performed to determine significant markers to
predict the presence of complicated appendicitis. Patients with high neutrophil percentages
( O75. 4 %) -fdidahijher2risk3ol IBaving complicated appendicitis compared with the
others (OR = 2.313, 95% CI = 1.086928,p = 0.030), and patients with high CRP levels
( O 0hadl2.67Zfold higherrisk of havingcomplicatecappendicitiscomparedvith theothers
(OR=12.67795%CI=1.71093.987p =0.013).0Othervariablesn themodel,suchasWwBC
counts(p = 0.075),monocytepercentage§ = 0.974),AST levels(p = 0.719),ALT levels(p =
0.615),ALP levels(p = 0.642),GGT levels(p = 0.941),andtotal bilirubin levels(p = 0.840),

werefoundto benonsignifican{Table5).
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Table 5. Significant predictive factorsof complicatedappendicitis,as revealedby multiple

logisticregressioranalysis

b Standard
- Wald p Exp( b 95.0%CI forb
coefficient error
Neutrophil (¢
75.4%) 0.838 0.386 4720 0.030 2.313 1.085 4.928
CRP( 0.5) 2.540 1.022 6.174 0.013 12.677 1.710 93.987
(Constant) -4.951 1.035 22.887 <0.001 0.007

Dependenvariable:ComplicatecappendicitisNagelkerkeR? = 0.112

Cl: Confidencanterval.

DISCUSSION

No specific marker exists for diagnosing acute appendicitis, and a thorough evaluation
of the clinical, laboratory, and radiological findings of patients is required. A delay in the
diagnosis of the disease may lead to appendiceal perforation and peritonitis. Portal sepsis and
empyema develop because of complicated appendicitis, causing damage to hepatocytes and
hyperbilirubinemia. Portal sepsis is associated &ghherichia coliand Bacteroides fragilis

endotoxins, and their negative effects on bile flow may cause hepatocyte damage (8).

Al-Abed et al. reported that a majority of patients diagnosed with acute appendicitis
were men. They found that WBC counts, neutrophil percentages, lymphocyte percentages,
monocyte percentages, and AST, ALT, bilirubin, and CRP levels were higher and more
significant in the positive appendicitis group compared with the negative appendicitis group.
However theclinical findings of the perforatedappendixweremoreprominentandhenceAl -

Abed et al. statedthatthe presencer absencef elevatedbilirubin levelsshouldnot causea
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delayin treatmen{9). Sandetal. reportedthatthe bilirubin levelswerehigherin patientswith
perforated appendix than in those without perforation. They also stated that the specificity of
thebilirubin levelwasquite high butits sensitivitywaslow comparedvith theWBC countand
CRPIlevel. The same study emphasized that a perforated appendix was more likely in patients
with high bilirubin levels and could b&n important cause of mortality (10). Another study
reported that WBC count and CRP level were significant predictors of both acute and
complicated appendicitis. In contrast, bilirubin was an essential predictor of complicated
appendicitisalongwith otherpredictorsin addition, WBC counthadasensitivityof morethan

80% in both acute and complicated appendicitis, whereas CRP and bilirubin levels
demonstrated higher specificity, especially for complicated appendicitis. This suggested that
thediagnosticvalues oMWWBC count and CREBNd bilirubin levels exhibited similapecificity
andsensitivityin acuteappendicitig6). In the presenstudy,theneutrophilpercentagandCRP

level tended to increase after complicated appendicitis. No significant difference was found

between acute and complicated appendicitis in the analyses of total and direct bilirubin levels.

Emmanuel et al. found that hyperbilirubinemia was an essential marker for not only
perforatecappendiXout alsoacuteappendicitisTheyalsoreportedhatthe CRPlevelhad71%
specificity, whereas hyperbilirubinemia had 88% specificity and 91% PPV in acute
appendicitisHowever theyreportedhatno clinical or laboratorytestalonecouldpredictacute
appendicitis reliably and that a combination of medical history and clinical, laboratory, and
radiological examinations should be used for diagnosis and treatment. (11). Similarly, Xharra
et al. reported that the combination of CR#el, WBC count, and neutrophil percentage had
higherdiagnosticaccuracy in acutappendicitisThe CRPlevel is not an appendicitispecific
biochemical parameter. Therefore, clinicians should rely on their own knowledge, laboratory
tests, and imaging methods while diagnosing appendicitis. In addition, missed or delayed
diagnosis was an essential factor in diagnosing complicated appendicitis (12). Yang et al.
conducted a study with patients aged 60 years and older and reported a lower sensitivity of
WBC count than neutrophil percentage and @&l in standard reference ranges. The CRP
levels are correlated with the severity of inflammation, and higher levels are recorded in more
advancedliseasedHowever,anormalCRPlevel cannotexcludeappendicitisespeciallyin the
early phase of acute inflammation (13). In the present study, a majority of patients had been
diagnosed with acute appendicitis and evaluated both clinically and using laboratory and

imaging methods. Late diagnosisof acute appendicitismay increasethe possibility of
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developing complicated appendicitis. Therefore, combining laboratory parameters with

ultrasonography/computed tomography in diagnostic procedures can be useful in diagnosing

acute appendicitis and excluding other causes of abdominal pain.

This was a singleenter, crossectional study. It was conducted with a small sample
size and relied on the patient file data, limiting the generalizability of the findings.

Conclusions

Appendicitisis still afrequentcauseof emergency surgicahtervention AlthoughWBC
count did not significantly differ between the groups in this study, the neutrophil percentage
increasedn patientswith acuteappendicitisin addition,high CRPlevelswereassociateavith
the severity of inflammation. No specific marker exists for acute appendicitis. Therefore, the
clinical findings, biomarkers, and advanced imaging methods facilitate this challenging

diagnosis in patients presenting to the emergency department with right lower quadrant pain.
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INVESTIGATION OF CLINICAL PROCESSES OF PATIENTS DIAGNOSED WITH
NON-TRAUMATIC INTRACEREBRAL HEMORRHAGE HOSPITILIZED FROM
EMERGENCY DEPARTMENT

MustafaOguzCumaogll

"Nigde OmerHalisdemirUniversity Facultyof Medicine,Departmenbf EmergencyMedicine
ABSTRACT

Introduction

Non-traumaticintracerebrahemorrhagesonstituteapproximatelyl5-20% ofall strokecases.
Theaim of study,investigatehe demographiclataof patientswith nontraumaticintracerebral
hemorrhage, analysis of laboratory results in terms of inflammatory and bleeding parameters,

theregionof thebrainandthetypeof bleeding surgicalrequirementsindin-hospitalmortality.
Material Method

This retrospectively designed study included patients with-trearmatic intracerebral
hemorrhage who were admitted to the Emergency Department of Nigde Omer Halisdemir
University TrainingandResearch Hospitalsoutpatientor by ambulancéetweenJanuaryl,

2023 and December 31, 2023.

Age,sex,presencef hypertensiorfHT), anticoagulantise emergencyoomlaboratoryresults,
brain computed tomography (CT) results, hospitalization duration, treatment methods

(surgical/medical) and hospital mortality were analyzed.
Results

The median value of albumin was lower in female patients compared to male patients
(p=0.004) Patientswith subdurahemorrhageverefoundto be morelikely to undergosurgery

and patients with thalamus hemorrhage were found to be less likely to undergo surgery
(p=0.005). Occurrence of complications (ex) in patients who underwent surgical procedures
wasfoundto be higherthanexpectedTherisk of complicationgex) in surgicalpatientss 4.6

times higher than in nesurgical patients(Odds Ratio: 4.6, Cl 95% [1.1P8.86], p=0.034)

Conclusion
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In patients with nofiraumatic intracerebral hemorrhage, inflammation markers taken in the
acute period in the emergendgpartment may be within normal limits and may not have a
directrelationshipwith in-hospitalmortality. In thesepatientsmorethoughtshouldbegivento
thedecisionof surgicaltreatmentndthe benefit/losgatio shouldbe well analyzedn termsof

survival.

Key words: Non-traumatic,IntracerebralHemorrhageEmergency.

INTRODUCTION

Non-traumaticintracerebrahemorrhagesonstituteapproximatelyl5-20% of all strokecases

(1). They are divided into two subgroups as primary secbndary. Primary intracerebral
hemorrhagearecausedy hypertensior{HT) or amyloidangiopathy Secondaryntracerebral
hemorrhages are due to another underlying cause such as bleeding diathesis, neoplasms,
vasculamalformationsandconversiorof ischemicstroketo hemorrhagictroke(2). HT is the

cause of more than 60% of primary bleeding.-iHduced hemorrhages are most commonly
observed in the posterior fossa, pons, basal ganglion and thalamus (3). On the other hand
subdural and subarachnoid hemorrhage is usually secondary to trauma in adults (4).

Hematoma formation in brain parenchymal tissue activates the inflammatory process and
causes imbalance in hemostatic mechanisms (5). After acute hemorrhage, edema around the
hemorrhage and swelling in the brain parenchymal tissue are observed with the effect of
inflammatory cytokines and thrombin (6). The effects of the presence of inflammation after
intracerebral hemorrhage on recovery in the subacute and chronic periods have not been fully
clarified (7).

In this study, we aimed to investigate the demographic data of patients wihanoratic
intracerebrahemorrhageanalysisof laboratoryresultsin termsof inflammatoryandbleeding
parameters, the region of the brain and the type of bleeding, surgical requirements and in

hospital mortality.
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MATERIAL METHOD

This retrospectively designed study included patients with-trearmatic intracerebral
hemorrhage who were admitted to the Emergency Department of Nigde Omer Halisdemir
University TrainingandResearch Hospitalsoutpatientor by ambulancéetweenJanuaryl,

2023 and December 31, 2023.

Computed tomography (CT) images of the brain of patients with diagnosis codes 167.9
(Cerebrovascular Disease), 169 (Sequelae of Intra Cerebral Hemorrhage), 160 (Subarachnoid
Hemorrhage), R58 (Hemorrhage) were scanned through the hospital automation system

Karmed.

Age, sex, presence of HT, anticoagulant @wseergency room laboratory results, brain CT
results, hospitalization duration, treatment methods and hospital mortality were analyzed.

Patients under 18 years of age, patients with traumatic intracerebral hemorrhage, and cancer

patients were excluded.
Statistical Analysis

Statisticaldataanalysisvasperformedvith WindowsSPSSrersion26.0(IBM Corp.,Armonk,
NY, USA).

Categoricalariablessuchassex,historyof HT andanticoagulantise regionof thebrain(right,
left, bilateral), type ofbleeding (subdural, intraparenchymal, thalamus, cerebellar, basal
ganglion, subarachnoid), treatment (surgical/medical) and hospital mortality status were

presented as numbers and percentages.

ShapireWilk testwasappliedto showwhetherthe quantitativedatawerenormallydistributed.

Age, leukocyte (WBC), prothrombin time (INR),-r@active protein (CRP), albumin,
neutrophils, lymphocytes, and length of hospitalization were given as median (Inter Quartile
Range (IQR)25 5) and pl atelet (PLT) wvalue

as me an

Student's-test was used to investigate the relationship between the normally distributed PLT
value and categorical variables. Mann Whitney U test was used to investigate the relationship
betweercategoricavariablesandotherquantitativedatathatdid not shownormaldistribution.
Chi-squardestwasusedto investigatevhethertherewasa statisticallysignificantrelationship

betweercategoricablataandeachother.In the comparisorof categoricabparameteretween
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living and deceased patients, only the surgical and medical treatment group was found to be
statistically significant.Therefore, univariate binary regression analysis was used to calculate
the risk of irhospital mortality in surgically and medically treated patients. p<0.05 was
considered statistically significant.

RESULTS

Forty-five patientswvho metthe studycriteriawereidentified. Thirty-one(68.9%)patientswere

male and 14 (31.1%) were female. The median age was 74 years68@R83). In the
backgroundgcreeningf thepatients24 patientshadHT (53.3%)and20 patientq44.4%)were
takinganticoagulantdrugs.27 patient§19 men,8 women]hadright-sidedbleeding(60%),15

patients [9 men, 6 women] had lsftledbleeding (33.3%) and 3 men had bilateral bleeding
(6.7%).Therewereintraparenchymaiemorrhagén 14 patient31.1%),subdurahemorrhage

in 12 (26.7%), thalamus hemorrhage in 8 (17.8%), cerebellar hemorrhage in 6 (13.3%), basal
gangliahemorrhagén 3 (6.7%),andsubarachnoithemorrhagén 2 (4.4%).Themedianlength

of hospitalizatiorwas8 (IQR 4.5-12).12 patientd8 males 4 females[diedafterhospitalization.

The mortality rate in the study was 26.7% (Table 1).

Tablel. Displayof descriptivedataasnumbersandpercentages

Variables Values
Sex Male, n (%) 31(68.9)
Femalen (%) 14(31.1)
Age, median(IQR 25-75) 74(63.583)
HT Yes,n (%) 24 (53.3)
No, n (%) 21(46.7)
Drug* Yes,n (%) 20(44.4)
No, n (%) 25(55.6)
Bleeding Right, n(%) 27 (60)
Area Left, n (%) 15(33.3)
Bilateral,n (%0) 3(6.7)
Typeof Intraparenchymabh (%) 14(31.1)
Bleeding Subduraln (%) 12 (26.7)
Thalamusn (%) 8(17.8)
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Cerebellarn (%) 6 (13.3)
Basalganglia,n (%) 3(6.7)
Subarachnoidy (%) 2(4.4)
Lengthof hospitalizationmedian(IQR 25- | 8 (4.512)
75)
After Survival,n (%) 33(73.3)
hospitalization Dead,n (%) 12 (26.7)
IQR: Inter quartile range, HT: The presence of hypertension, *: The use of anticoagulant
medication

Subdurahemorrhagevasmostcommonin malepatientswhile intraparenchymahemorrhage
wasmostcommonin femalepatients Therewasno statisticallysignificantdifferencebetween

gender and the region of the brain and types of bleeding (p>0.05).

Themedianage, WBC, PLT, INR, neutrophil/lymphocyt@and CRP/albumirratiosin laboratory
analysesverecomparedvith thepresencef HT, anticoagulantise which partof thebrainthe
bleedingoccurredn andtypesof bleedingwhethersurgerywasperformedor notandmortality

and no statistically significant difference was found between the groups (p>0.05).

HT and anticoagulant use were found in 14 npaents and HT and anticoagulant use were
foundin 10 and6 femalepatientsrespectively Surgicaltreatmentwasrequiredin 13 (41.9%)
male patients and 5 (35.7%) female patients. There was no statistically significant difference

between gender and the presence of HT, anticoagulant use and the need for surgery (p>0.05).

While 19 of the patients with HT lived after bleeding, 5 of them died in the hoghitaing
anticoagulant users, 16 lived after bleeding and 4 died. The effect of the presencaraf HT

anticoagulant use on the exiting status was not found to be statistically significant (p>0.05).

Themedianvalueof albuminwaslowerin femalepatientscomparedo malepatientgp=0.004)
(Figure 1).

221




[ R4 ()
‘}}: =
/@# EPAT ATUDER '
EPAT AAEM i Y2 O }
,,,,,,,,,,,,, ? = Tm Ll /\TUDER C<TIKA 15. <& s
‘;.ﬁ\f-' ;!L/.'k
Independent-Samples Mann-Whitney U Test
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Figurel. Correlationbetweersex

and albumin levels, p=0.004

Patientsvith subdurahemorrhageverefoundto bemorelikely to undergasurgeryandpatients

with thalamushemorrhageverefoundto belesslikely to undergasurgery(p=0.005)Table2).

Table2. Expectecandobservedreatmensituationsin subdurabndthalamushemorrhage

Treatment
Surgery Medical p*
Subdural Observed 8 4
Type of Expected 4.8 7.2 0.005
Bleeding Thalamus Observed 0 8
Expected 3.2 4.8

* Chi-squareest
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Occurrenceof complicationgex) in patientswho underwensurgicalproceduresvasfoundto
be higher than expectethe risk of complications (ex) in surgical patients is 4.6 times higher
than innonsurgical patients(Odds Ratio: 4.6, Cl 95% [1.1P8.86], p=0.034) (Table 3).
Table3. Risk of deathamongthosewho receivedsurgicaltreatmentindmedicaltreatment
Variables B Exp (B) %95Cl exp(B) | p-value
Lower-Upper
Risk of death| 1.526 4.6 1.1218.86 0.034
Surgery
(Medical*)
Constant -1.749 0.174 0.01
*Reference
DISCUSSION

Most studies on intracerebral hemorrhage aim to investigate risk factors and other underlying
causes in addition to epidemiologic and demographic dathidrway, new therapeutic and
preventive strategies can be developed (8). The state of being physically incomplete in
individuals who survive after hemorrhage will also bring psychiatric problems. We think that
intracerebrahemorrhagés oneof theleadinghealthproblemghatshouldbeaddresseah terms

of being both an individual and a social problem.

Non-traumatic intracerebral hemorrhage is more common in the male sex and increases with
age (9). The number of males in our study was more than twice the number of females. The
median age of our patients was approximately 75 years and our demographic data were found
to be compatible with the literature. This may be explained by the fact that the vascular

structures of the brain become more fragile with increasing age.

HT andanticoagulanusearethe mainrisk factorsfor nontraumaticintracerebrahemorrhage.
Although HT seems to have been controlled with increased use of antihypertensive drugs in
recent years, the incidence afticoagulantelated bleeding has increased with increased

anticoagulant usgl0). In the study,morethanhalf of the patients were Hpatientswhile the
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rate of anticoagulant (especially warfarin) use \wpproximately 45%, which is not to be
underestimatedinceboth conditionsarecontrollablerisk factors,it canbe concludedhatthe
incidenceof intracerebral hemorrhage dteeHT and anticoagulant usan befurtherreduced

with conscious andegular drug use.

Intracerebral hemorrhage is usually classified clinically as lobar or deep according to
localization (11). Nostraumatic intracerebral hemorrhages are usually intraparenchymal
hemorrhages that rarely spread to the subarachnoid region and may or may not open into the
ventricles (12). However, studies on which part of the brain and which type of hemorrhage
intracerebral hemorrhages occur are limited (13). Most hypertensaed hemorrhages are

deep and intraparenchymal (14). In this study, most of theraomatic brain hemorrhages
occurred on the right side of the brain and the most common type of hemorrhage was
intraparenchymal hemorrhage. This may be due to the fact that most of the cases were HT
patients. The least common bleeding type was SAH. Our data support the view that SAH is

mostly caused by trauma.

Oxidativestressandinflammationexacerbat@euronaldamagefterintracerebrahemorrhage.
Elevated WBC, neutrophil/lymphocyte ratio, CRP, CRP/albumin are associated with poor
prognosis and increased mortality (15,16). Despite the high mortality rate in the study,
inflammation biomarkers were not found to be high. Since the study was performed
retrospectively, the data of some patients could not be accessed and the repetitions of
inflammationbiomarkerswverenot obtainedn somepatients.The availabledataarethevalues
takenatthetime of emergencylepartmenadmissionandanincreasen inflammationmarkers

may have been detected during the hospital follpavprocess. This i®ne of the main
limitations of this study. In addition, the small number of patients may also explain our

inconsistent results with the literature.

There are studies showing that low albumin levels are associated vitispital mortality.
However, there is no significant albumin @it value accepted for intracerebral hemorrhage
(17,18).Thenumberof maleswhodiedin thestudywastwice thenumberof femalesAlbumin

levels were found to be lower in female patients compared to male patients. Although this
difference was found to be statistically significant, it does not comply with the motto that in
hospitalmortality andlow albuminlevelsaredirectly proportional.In this context,newstudies

with more patient participation are needed.
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Sincethe benefit/harm ratio o$urgical treatment cannot be clearly evaluatedirdsgment of
supratentorial intracerebral hemorrhages is usually performed conservatively. It would be
healthier for both the patient and the physician if the decision for surgical treatment is made
after joint consultation with family members (19). In the present study, burr hole and
decompressive craniotomy were performed as surgical treatment. The main aim of surgical
interventions is to reduce intracranial pressure by drainage of the hematoma and
decompression. Since thalamus hemorrhages are deeply localized, medical treatment was
mostly preferred. In subdural hemorrhages, on the other hand, surgical treatment was applied
more than expected because they were closer to the cranium. However, the risk of death in
patients who underwent surgical treatment in the study was 4.6 times higher than in the group
thatreceivedmedicaltreatmentWhenthepresencef hemorrhagethegeriatricpopulationand

the presence of extra comorbid conditions other than hemorrhage are added to the presence of
hemorrhagewe think thatsurgicaltreatmentlonecannotbe associatedvith therisk of death.

In this contextwe believethatprospectivestudieswill bemoreusefulin confirmingourresults.

CONCLUSION

In patients with noftraumatic intracerebral hemorrhage, inflammation markers taken in the
acute period in the emergency department may be within normal limits and may not have a
directrelationshipwith in-hospitalmortality. In thesepatientsmorethoughtshouldbegivento
thedecisionof surgicaltreatmentndthebenefit/losgatio shouldbe well analyzedn termsof

survival.
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Impact of Clinical and Laboratory Factors on Hospital Length of Stay in Very Elderly

Patients with Community-Acquired Pneumonia: A SingleCenter Study
AbdussametYural*

1 Nigde OmerHalisdemir University, Facultgf Medicine,Departmenbf EmergencyMedicine
, Nigde/Turkey

ABSTRACT

Introduction and Purpose: The aim of this study was to evaluate the effect of clinical and
laboratoryvalueson thelengthof hospitalizationin communityacquiredoneumonigdCAP) in

very elderly patients.
Material and Methods

The study analyzed the demographic, clinical
admittedto theemergencyepartmen{ED) of N i | ¥l na eHalisdemirTrainingandResearch

Hospital between 01/09/2022 and 01/09/2023, diagnosed with &#&Pransferred to wards.

Data was accessed digitally through the hospital automation system (Karmed). Index
calculations included CRP to albumin ratio (CAR), platelet to lymphocyte ratio (PLR),
neutrophil to lymphocyte ratio (NLR), and hemoglebibuminlymphocyteplatelet (HALP)

score. Data were analyzed using SPSS 27 with appropriate tests (descriptive statistics, chi
square test-test, and correlation analysis), and statistical significance was determined at p <
0.05.

Results

Thestudyincluded76 patientswho mettheinclusioncriteria. The numberof patientswith O 3
comorbid diseases was 46 (60.5%) and the number of patients with <3 comorbid diseases was
30 (39.5%). 42 patients (55.3%) were hospitalized for seven days or less and 34 patients
(44.7%)werehospitalizedor morethansevendays.Themeandurationof hospitalizationwas
7.37daysN3.36(min: 1, max: 15). Thelengthof hospitalizatiorof patientswith O3 comorbid
diseases was found to be higher aatistically significant compared to patients with <3
comorbiddiseasegp= 0.011).The PLR andHALP scoresof individuals hospitalizedfor O7
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days differed significantly from those of pa
statistically significant difference was observed in NLR and CAR levels (p= 0.055 and p=

0.259, respectively).
Conclusion

Thefindingsrevealedhatpatientsvith ahighernumberof comorbiddiseasesadsignificantly

longer hospital stays. Moreover, PLR, and HALP scores were associated with prolonged
hospitalization, whereas no significant correlation was observed with NLR and CAR levels.
These results underscore the importance of considering both clinical and laboratory factors in
managingCAPIn very elderlyindividuals,potentiallyaidingin optimizingtreatmenstrategies

and resource allocation to improve patient outcomes.

Keywords: CommunityacquiredoneumoniaComorbidity;Laboratoryparameters;.engthof
hospitalization; Very elderly patient

INTRODUCTION

Communityacquired pneumonia (CAP) is a prevalent and potentially serious respiratory
infection caused by various pathogens acquired in the community (1). Elderly individuals are
more susceptible to CA#ue to factors such as incompetent immunity, decreased mucociliary
function,cardiopulmonarylysfunctionandcomorbidities(2). Early recognitionof CAPin the

elderly is crucial as it can present diagnostic challenges and lead to dekygrapriate
interventions (3). Risk factors affecting the length of hospitalization for commaaifyired
pneumonia (CAP) in elderly patients include reduced functional capacity, residence-in long
term care facilities or nursing homes, obesity, chronic medical conditions, recent respiratory
tract infections, immunosuppressive medications, drowsiness on admission, low oxygen
saturation levels, malnutrition, and the presence of parapneumonic pleural effusion (4).
Additionally, factors such as the initial antimicrobial regimen, clinical failure, and mortality

rates can influence the duration of hospitalization in elderly patients with CAP (5).

However thereis limited informationon the inflammatoryandimmunonutritionaindicesthat
influencethelengthof hospitalstayof patientshospitalizedvith CAP in avery elderly patient

population over 85 years of age
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This study aimed to evaluate the effect of clinical and laboratory values on the length of

hospitalization of patients with communi¢quired pneumonia (CAP).

MATERIAL AND METHODS

Study designand patient selection

The study was designed in a retrospective manner. Demographic, clinical and laboratory data

of the patients were analyzed. Patient data were accessed digitally through the hospital

automatiorsystem(Karmed)andthroughphysicalpatientfiles. Demographi@andclinical data

included age, gender, comorbidity status and number of comorbidities, and length of

hospitalization. In the laboratory, hemogr&white blood cell (WBC, x103/mL), neutrophil
(x103/mL),lymphocyte (x103/mL)hemoglobin(g/dL), andplatelet(x103/mL); biochemistry

(alanine aminotransferase (ALT, U/L), aspartate aminotransferase (AST, U/L), urea (mg/dL),

creatinine (mg/dL), &@eactive protein (CRP, mg/dL), and albumin (g/L) were recorded.

Index calculations

CRPto albuminratio (CAR): CRPto albuminratio; plateletto lymphocyteratio (PLR): platelet

to lymphocyte ratio; neutrophil to lymphocyte ratio (NLR): neutrophil to lymphocyte ratio.

HALP: Calculated by the formula [hemoglobin (g/L) x albumin x lymphocytes] / platelets.

Inclusion and exclusioncriteria of the study

This study included all patients aged 85 years and older who were admitted to the emergency

depart ment

of

Nij de

¥mer

Ha l

i sdemi

r

Tr ai

and 01/09/2023 with a final diagnosis of CARd hospitalized in the ward. Patients under 85

yearsof age patientsvhosedatawerenot clearlyavailable patientsvhosemaindiagnosisvas

not pneumonia, patients who were admitted to the intensive care unit, and patients who were

admitted to the ward via outpatient clinic wesecluded from the study.

Statistics Analysis

All datawereenterednto Excel (Microsoft Office 2010,RedmondWA, USA) andstatistical

analysesvere performedusingSPSS(IBM SPSSStatisticsVersion27, SPSSInc., Chicago,
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IL). In descriptive statistics related to research data, categorical variables were expressed as

number s

and

percentages;

cont i

nuous

dat a

or median(minimum-maximum).ShapiroWilk testwasperformedto test whethecontinuous

wer

guantitative data were normally distributed. Pearson correlation or Spearman rho correlation

analysis was used to determihe relationship between quantitatidata. Chisquare analysis

wasperformedo evaluateherelationshipbetweercategoricalvariablesandlengthof hospital

stay.Forthis purpose patientsadmittedto theward werecategorizednto two groupsin terms

of lengthof stay( group1: O ™ays,group2: > 7 days)and numberof comorbities(group 1:

<3,

affectingmortality betweernthesegroups(independensamples test,MannWhitney U test).A

value of P < 0.05 was considered statistically significant.

RESULTS

Thestudy included 76 patients who met thelusion criteriaThe numberop at i ent s

g r o Wpprofiate t€3B Were used to compare the means of quantitative variables

wi t

comorbid diseases was 46 (60.5%) and the number of patients with <3 comorbid diseases was

30 (39.5%). 42 patients (55.3%) were hospitalized for seven days or less and 34 patients

(44.7%)werehospitalizedor morethansevendays.Themeandurationof hospitalizatiorwas

7.37daysN3.36(min: 1, max: 15). Thelengthof hospitalizatiorof patientswith O3 comorbid

diseases was found to be higher and statistically significant compared to patients with <3

comorbid diseases (p= 0.011). This relationship was given in the Table 1.

Table 1. Associationof LOS accordingto thenumberof comorbiddiseases

Number of | LOS,day

o Totaln=76 | p-value*
comorbidity | Mean(SD)
<3 6.17(3.56) | 30
i} 0.011
03 8.15(3.01) |46

Abbreviations1.OS, lengthof stay;SD, standardieviation

* t-test
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ThePLR andHALP scoresof individualshospitalizedor O7 daysdiffered significantlyfrom
thoseof patients hospitalizefbr O7 days(p=0.001),but no statisticallysignificantdifference
wasobservedn NLR andCAR levels(p=0.055andp=0.259,respectively)Theseresultsare
shown in the Table 2.

Table 2. Associationof patientsLOS with inflammatoryandimmunonutritionaindexes.

Variables LOS,day |n (total=| Mean | SD Meanrank | p-value*
76)

NLR o7 42 7.09 5.24 34.12 0.055
>7 34 11.67 | 10.55 43.91

PLR o7 42 181.44 | 89.98 31.12 0.001
>7 34 273.84 | 163.92 47.62

HALP o7 42 30.64 | 16.86 45.83 0.001
>7 34 21.40 | 15.46 29.44

CAR o7 42 2.56 2.12 35.93 0.259
>7 34 3.22 2.46 41.68

Abbreviations: LOS, length of stay; NLReutrophitto-lymphocyte ratio; PLR, plateldb
lymphocyteratio; HALP, hemoglobiralbuminlymphocyteplatelet;CAR, C-reactiveprotein

to-albumin ratio; SD, standard deviation

* MannWhitney-U

DISCUSSION

Thepresencef chroniccomorbiditieshasconsistentlybeendentifiedasasignificantpredictor

of mortality and adverse outcomes in elderly patients with @&lRerse outcomes in elderly
patients with CARare significantly predicted by the presence of chronic comorbidities, which
highlights the importance of comprehensive geriatric assessment and effective management
strategies for this population (6). Research has indicated that the stacking of comorbidities is
associated with worse shorand longterm prognoses in patients over 50 years of age
hospitalized with CAP (7). Similar to the literature, a statistically significant correlation was

found betweenan increasingnumberof comorbiditiesand prolongedhospitalizationin our
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study. On the other hand, it is important to consider that some patients witm@ARquire
longer hospital stays due to the severity of their illness, and may not necessarily have more
comorbiditieghanthosewho arehospitalizedor ashorterperiodof time. TheHALP scoreand

PLR have been identified as valuable prognostic indicators for various medical conditions,
including pneumonia, in elderly patients. Studies have shown that the BB, reflecting
nutritional and inflammatory status, can predict mortality and outcomes in patients with
different diseases, including pneumonial(®. Additionally, PLR, which is a marker of
systemianflammation,hasbeenassociateavith poorprognosign variousmedicalconditions,
indicating its potentialrelevancen predictingoutcomesn elderly patientswith pneumonia

(11). These scores provide valuable insights into the inflammatory and nutritional status of
patientsaidingrisk stratificationandprognosticationn elderlyindividualswith pneumonialn

our study,patientswith CAP who werehospitalizedor morethansevendayshadsignificantly

higher PLR and lower HALP scores.

CONCLUSION

Thefindingsrevealedhatpatientswith ahighernumberof comorbiddiseasesadsignificantly

longer hospital stays. Moreover, PLR, and HALP scores were associated with prolonged
hospitalization, whereas no significant correlation was observed with NLR and CAR levels.
These results underscore the importance of considering both clinical and laboratory factors in
managingCAPin very elderlyindividuals,potentiallyaidingin optimizingtreatmenstrategies

and resource allocation to improve patient outcomes.
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